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Criteria for the Early Diagnosis and Treatment of 
Intracranial Hemorrhage* 


RANDALL J. CHAPMAN, D.O., F.A.C.N. 
Burbank, Calif. 


Intracranial hemorrhage due to trauma can be 
classified into three categories: (1) traumatic subarach- 
noid hemorrhage, (2) traumatic intracerebral hemor- 
rhage, and (3) extracerebral intracranial hemorrhage 
(acute and chronic subdural hematoma and extradural 
hematoma ). 


TRAUMATIC SUBARACHNOID HEMORRHAGE 


Traumatic subarachnoid hemorrhage, if uncompli- 
cated by cerebral hemorrhage or cerebral contusion, 
presents essentially the same initial symptoms as spon- 
taneous subarachnoid hemorrhage which (if concomi- 
tant unconsciousness due to concussion and/or cerebral 
contusion is not present) consist of sudden excruciat- 
ing headache of a generalized nature which may be 
followed within a few minutes by convulsions, stupor, 
or, possibly, coma, and occasionally signs of medullary 
failure. The above series of events is not due to any 
significant cerebral damage but to an abrupt rise in 
intracranial pressure due to the sudden outpouring of 
blood in the subarachnoid space. It must be kept in 
mind in traumatic subarachnoid hemorrhage that the 
brain injury itself may be insignificant, but the effects 
of subarachnoid bleeding upon the status of the intra- 
cranial pressure may precipitate a critical status. 

The possibility of traumatic subarachnoid hemor- 
rhage without concomitant serious cerebral injury 
should be suspected if the patient has experienced ex- 
cruciating headaches at the time of the injury unaccom- 
panied by symptoms of concussion or other alterations 
in consciousness. If the impression is gained that the ini- 
tial head trauma did not produce the alterations in con- 
sciousness such as increasing stupor and possibly coma 
or convulsions, immediate lumbar puncture should be 
performed to appraise and relieve the sudden and pos- 
sibly malignant rise in intracranial pressure due to sub- 
arachnoid bleeding. It must be kept in mind that often 
it is not the height of the intracranial pressure but the 
abruptness of its rise which will bring about medullary 
congestion and possibly death before the cerebral circu- 
latory mechanisms have an opportunity to compensate 
for the abrupt change. With this in mind, immediate 
lumbar puncture, pressure appraisal, and spinal drain- 
age to control pressure may be lifesaving. On the other 
hand, if the patient has survived the first few hours of 
insult from traumatic subarachnoid hemorrhage and the 
cerebral circulation has been able to adjust to the abrupt 
intracranial pressure alterations, the prognosis for life 
is not grave and does not indicate any emergency meas- 
ures. However, the signs subsequent to the presence of 
blood in the subarachnoid system are often dramatical- 
ly relieved following lumbar puncture and drainage. 


These signs consist principally of headache, mild 
meningeal irritation, drowsiness, irritability, and, after 
a few days, low-grade fever and leukocytosis. The 
symptoms may persist for days or weeks without sig- 
nificant relief until lumbar puncture and drainage are 
accomplished. There is no evidence that lumbar punc- 
ture and spinal drainage in any way aggravate sub- 


*Presented at the Fifty-Ninth Annual Convention of the American 
Osteopathic Association, Los Angeles, July 18, 1955. 


arachnoid bleeding, whether traumatic or spontaneous, 
but there is evidence that, for reasons difficult to ex- 
plain, the procedure frequently seems to hasten clearing 
of the fluid with re-establishment of normal intracranial 
hydrodynamics. 

It is uncommon for traumatic subarachnoid hemor- 
rhage to be completely unassociated with other types of 
intracranial injury, but when such does occur, treat- 
ment, in addition to repeated lumbar puncture and 
drainage until stabilization of intracranial pressure and 
fluid clearing are evident, consists principally of rest. 
Conservatively this should consist of bed rest for 6 
weeks, especially in cases of spontaneous subarachnoid 
hemorrhage usually due to ruptured superficial intra- 
cranial aneurysms. At least a month of bed rest with 
avoidance of any straining or bearing down should be 
advised in cases of uncomplicated traumatic subarach- 
noid hemorrhage. Preparations to augment the blood- 
clotting capacity and reduce bleeding time would, the- 
oretically, be of some benefit, but unless some deficiency 
in these factors exists initially, they probably have little 
effect except to keep up the pretense that something is 
being done aside from rest. 


TRAUMATIC INTRACEREBRAL HEMORRHAGE 


This condition implies severe cerebral contusion or 
laceration and is almost always associated with trau- 
matic subarachnoid hemorrhage. In such states the pa- 
tient shows extensive traumatic cerebral damage and is 
almost always unconscious from the trauma and usually 
remains so for at least several hours. Although the 
prognosis for life or reversal of damage is much poorer 
in this type of traumatic intracranial hemorrhage than 
in uncomplicated traumatic subarachnoid hemorrhage, 
the factor of abrupt increase in intracranial pressure 
due to subarachnoid bleeding may exist and is an indi- 
cation for immediate lumbar puncture in an attempt to 
relieve medullary failure due to this factor. 

The principal differentiating clinical features be- 
tween subarachnoid hemorrhage unassociated with sig- 
nificant cerebral damage and intracerebral hemorrhage 
associated with contusion and/or laceration are the ap- 
pearance of immediate alterations in consciousness in 
the latter and more delayed alterations in the former. In 
intracerebral hemorrhage, clinical neurologic signs of 
variovs types are invariably found, but local abnormal 
clinical signs seldom are found in uncomplicated trau- 
matic subarachnoid hemorrhage. 

The treatment of traumatic intracerebral hemor- 
rhage is broadly the same as that of severe cerebral 
contusions and/or lacerations. This consists principally 
of protecting the patient against the only treatable fac- 
tor that may cause his death needlessly, namely, in- 
creased intracranial pressure. Methods of controlling 
and appraising this factor will be outlined present- 
ly, but before any treatment is undertaken the patient 
should be examined for evidence of traumatic shock. 

Obviously systemic shock (shown principally by a 
pulse pressure of less than 20 plus the usual associated 
symptoms of pallor, coldness, and peripheral vascular 
failure), if present, should be treated before any other 
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diagnostic or therapeutic maneuvers are instituted. Pro- 
found shock is seldom seen in brain injury unassociated 
with some other injury, and if deep shock is present, 
injuries such as fractured long bones, ruptured viscus, 
or internal hemorrhage should be suspected. The treat- 
ment of traumatic shock is well known and will not be 
outlined in this paper. 

The second factor which may cause the patient’s 
death, regardless of prognosis relating to the brain in- 
jury, is blood or vomitus in the bronchi. Bleeding into 
the posterior pharynx or vomiting frequently results in 
aspiration of this material into the bronchi of the un- 
conscious patient. It is not uncommon for patients to 
succumb because of aspirated blood or vomitus, where- 
as the brain injury may not have been sufficient to cause 
death. Obviously, traumatic intracerebral hemorrhage 
with brain injury can never be classified as minimal, 
but regardless of the degree of brain injury the uncon- 
scious patient should always be protected against as- 
piration of material into the bronchi prior to any diag- 
nostic or therapeutic efforts regarding the extent of the 
brain injury. 

The best protection against aspiration, in the event 
of bleeding into the posterior pharynx or vomiting, is 
to place the patient face down in a position of postural 
drainage, similar to the position instituted in patients 
following tonsillectomy with general anesthesia. In all 
cases of brain injury in which shock is not present and 
there is no danger of aspiration of blood or vomitus, 
a semi-Fowler position is the one of choice. 

If these emergent conditions have been investigat- 
ed and treated, the next step is to appraise accurately 
the status of the intracranial pressure. It was stated 
previously that increased intracranial pressure is prob- 
ably the only factor which may, through lack of proper 
appraisal or control, cause preventable brain damage or 
death. I wish to emphasize that while increased intra- 
cranial pressure is by no means the only cause of death 
in traumatic intracerebral hemorrhage or other types of 
acute closed brain injuries, it is the cause of nearly all 
deaths that might have been prevented. 


The only accurate dependable means of obtaining 
early appraisal of the intracranial pressure is manomet- 
ric measurement after lumbar puncture. Several factors 
associated with brain injury may be responsible for al- 
terations in the intracranial pressure. The presence of 
blood in the subarachnoid space has been mentioned ; 
intracerebral bleeding with associated contusion is also 
a common cause. In many instances, swelling or edema 
unassociated with either intracerebral or subarachnoid 
hemorrhage may cause an increase in intracranial pres- 
sure. It has also been mentioned previously that it is 
not necessarily the amount of intracranial pressure that 
may overwhelm the patient through medullary circula- 
tory embarrassment but the rapidity of its rise. The 
decision to perform lumbar puncture in cases of brain 
injury is a matter of judgment, but each patient sus- 
pected of suffering traumatic intracranial hemorrhage, 
whether subarachnoid or intracerebral, should be given 
the benefit of immediate lumbar puncture. If it cannot 
be determined clinically whether traumatic intracranial 
hemorrhage has occurred, the following criteria may be 
set down concerning indications for manometry, lum- 
bar drainage, or both: 


1. If the patient, unconscious from a blow to the 
head, has recovered consciousness or is showing a pro- 
gressively clearing sensorium, lumbar puncture may be 
deferred. 
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2. If the patient is unconscious at the time of ex- 
amination or only slight improvement has occurred, 
appraisal of the intracranial pressure is desirable. If 
the intracranial pressure is normal and the subsequent 
course shows progressive improvement, further lumbar 
taps may be deferred. 


3. The intracranial pressure should be reduced 
slowly to a normal level and drainage repeated in 4 to 
12 hours, depending upon the patient’s condition, if ihe 
pressure is increased but not over 300. Tap should be 
repeated in 2 hours if the sensorium shows signs of 
becoming increasingly clouded or coma appears to be 
deepening. 

4. If the initial pressure is more than 300, it should 
be reduced by half the increase. The tap should be re- 
peated in 1 to 3 hours until the intracranial pressure 
becomes stabilized at a normal level. 

5. If the increased intracranial pressure results 
from blood in the subarachnoid space, cerebral edenia, 
or other factors unassociated with an intracranial space- 
occupying lesion, repeated lumbar drainage within a 
24- to 48-hour period should control the pressure. A 
complication such as hematoma must be seriously con- 
sidered if the increased intracranial pressure is persist- 
ent or the pressure increases after this period. 

If lumbar drainage does not decrease the intra- 
cranial pressure or, probably more important, if the pa- 
tient shows fluctuations in the sensorium such as a so- 
called lucid interval in which he emerges from initial 
unconsciousness only to lapse into coma later, or if he 
shows alternate clearing and clouding of the sensorium, 
an intracranial extracerebral hematoma must be sus- 
pected. It is important to recognize hematoma as early 
as possible since the patient cannot recover from one 
spontaneously. Subdural hematoma may become chronic 
and not cause immediate death, but if a hematoma is 
not diagnosed and operated upon, the patient eventually 
succumbs to this complication. 


EXTRACEREBRAL INTRACRANIAL HEMORRHAGE OR 
HEMATOMA 


Extradural Hematomas.— 

Extradural hematoma is probably the most emer- 
gent condition resulting from any type of craniocere- 
bral trauma. Tearing of a meningeal vessel or a dural 
sinus results in this type of hematoma. Frequently it is 
associated with a fracture across one of the meningeal 
grooves in the squamous portion of the temporal bone. 
Blood pours into the extradural space, dissecting the 
dura away from the inner table of the cranium, and 
thereby opens up additional bleeding points with a re- 
sultant rapidly forming mass of blood which cannot 
possibly escape. This occurs more frequently in young 
persons than in older persons since the dura is less 
firmly attached to the skull in the former. Death re- 
sults from rapidly mounting intracranial pressure and 
subsequent medullary failure. Extradural hematoma 
emphasizes the important fact that it is the rapidity of 
the rise in intracranial pressure in cerebral traunia 
which overwhelms the patient rather than the amount 
of the intracranial pressure. 

The symptoms generally are those of an initial 
minimal brain injury, with only fleeting loss of con- 
sciousness, but subsequently, usually within a few 
hours, progressively deepening coma and death occur. 
The emergency aspects of extradural hematoma may be 
compared to those of a stab wound of the heart. Sel- 
dom do more than 8 hours elapse between initiation 
of this event and death. Fortunately surgical treatment 
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can be successful if the condition is suspected sufficient- 
ly early and if the urgency of the problem is appreciat- 
ed. Unfortunately, the majority of patients die because 
the average physician is not aware of this. Although 
extradural hematoma is comparatively uncommon, there 
is no justification for the general lack of information 
concerning it. Extradural hematoma should be suspect- 
ed in any patient developing progressively deepening 
coma following a head injury insufficient to explain the 
subsequent downhill course, and operation should be 
performed at once. A fracture line across a meningeal 
vessel groove or dural sinus seen on the x-ray film 
makes the diagnosis practically certain. 


Acute Subdural Hematomas.— 

Acute subdural hematoma occurs as a result of 
tearing of a small vessel bridging the subdural space 
and the ensuing confinement of blood in this space. If 
the arachnoid membrane is disrupted at all, subsequent 
sealing usually follows and, as a result, cerebrospinal 
fluid is imbibed through the dialytic arachnoid mem- 
brane into the subdural space because of the increased 
osmotic pressure exerted by the incarcerated blood. 
Since the dura is nonabsorptive, the mass increases in 
volume even though the initial bleeding may have 
ceased. 

The lucid interval or “in-and-out” fluctuations in 
the sensorium similar to those of extradural hematoma 
are usually seen, but, in general, acute subdural hema- 
toma develops more slowly and, consequently, is less of 
an emergency, generally requiring from 12 hours to 
several days to develop. If 2 to 3 weeks or more pass 
before symptoms are produced, it is then classified as 
a chronic subdural hematoma and death results from 
progressive compression of the cerebral substance 
rather than from increased intracranial pressure as in 
acute subdural hematoma or extradural hematoma. 


Hematoma cannot always be definitely diagnosed 
prior to operation, but hematoma may be justifiably 
suspected if the increased intracranial pressure does not 
respond to lumbar drainage, if the patient is not im- 
proving as he should on the basis of the initial appraisal 
of the extent of the brain injury, or if fluctuations in 
the sensorium are observed. In that case, exploratory 
trephination should be performed without delay and 
should be bilateral, since hematoma, particularly the 
subdural type, is not uncommonly bilateral. Such local 


1. Faulkner, W. B., Jr.: Blood within bronchi following head 


injuries. Am. J. Surg. 56:647-649, June 1942. 

2. Munro, D.: War surgery and traumatic lesions; early diagnosis 
of craniocerebral injuries. Am. J. Surg. 56:3-14, April 1942. 

3. Kennedy, F.: Brain injury in war. Am. J. 
May 1942. 


Surg. 56:343-345, 


INTRACRANIAL HEMORRHAGE—CHAPMAN 


REFERENCES 


(5) 
211 


neurologic signs as dilated pupil or hemiplegia are not 
always dependable signs of localization in hematoma, 
particularly in subdural hematoma. The inconsistent 
local motor signs may be explained by the failure of 
the liquid resilient mass to exert sufficient pressure 
upon the subjacent motor cortex to produce contra- 
lateral hemiparesis, yet the mass is sufficient to bring 
about a shift of the entire brain to the opposite side 
with subsequent compression of the opposite brain stem 
against the tentorium which results in paralysis on the 
side of the lesion. 

In a patient in whom hematoma is suspected or in 
whom its possibility cannot be eliminated, exploratory 
trephination should never be denied simply because his 
condition is poor or becoming worse. Improvement in 
his condition, if hematoma is present, can be brought 
about only if operation is performed and the mass 
evacuated. Consequently, postponing operation in order 
to build up or prepare the patient for it will only lessen 
his chances for recovery. If a fatal outcome is inevita- 
ble, exploratory trephination, a relatively simple and 
nontraumatic neurosurgical procedure, will not alter 
the prognosis, and, if recovery is possible, will most 
likely save the patient’s life. 


CONCLUSIONS 


Traumatic intracranial hemorrhage, whether sub- 
arachnoid, intracerebral, or in the form of complicating 
extracerebral intracranial hematoma, is always a se- 
rious injury and is seldom unassociated with concomi- 
tant brain injury in the form of concussion or contu- 
sion. 

In view of this, the diagnosis and treatment of 
traumatic intracranial hemorrhage cannot be discussed 
satisfactorily except as a ramification of the general 
problem of acute closed brain injuries. 

This brief discussion is aimed at emphasizing the 
recognition and treatment of the controllable aspects of 
traumatic intracranial hemorrhage based principally 
upon dependable objective diagnostic and therapeutic 
maneuvers, 

Although this discussion of the diagnosis and 
treatment of brain injury is by no means complete, it 
is believed that if the outlined criteria are applied, few 
unnecessary deaths will occur from this type of trauma. 


418 E. Olive Ave. 


4. Rowbotham, G. F.: Acute injuries of head. Williams & Wilkins 
Co., Baltimore, 1942. 

5. Bancreft, F. W., and Pilcher, C., eds.: Surgical treatment of 
nervous system. J. B. Lippincott Co., Philadelphia, 1946. 

6. Brock, S., ed.: Injuries of brain and spinal cord and their 
coverings. Ed. 3.. Williams & Wilkins Co., Baltimore, 1949. 


It was no surprise that religious groups looked with sus- 
picion, if not with horror, at the sexual theories of Freud. 
Many religious leaders feared Freud’s concept of sexuality 
threatened the foundations of morality, while his teachings con- 
cerning the unconscious and free association endangered the 
traditional theological doctrine of the freedom of the will. 
Freud’s attitude toward organized religions did not win him 
many church friends or influence religious people. His state- 
ment that God is a “father-image” invented by man was as 
dogmatic as many religious superstitions held during the Middle 


CONFLICTS BETWEEN PSYCHIATRY AND RELIGION 


Ages. He made too sweeping a claim in asserting that religion 
was a compulsion neurosis. Any life activity may be used as a 
compulsive neurosis. A too rigid concept of science can be as 
compulsive as a too rigid concept of theology. Despite the 
attractiveness of many of Freud’s theories, some of his con- 
cepts were propounded with a dogmatism too rigid for many 
critical scientists or liberal theologians.—George Christian An- 
derson, S.T.B., Journal of the American Medical Association, 


May 22, 1954. 
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Psychotherapeutic Considerations in the Prevention 
and Control of Migraine* 


RUSSELL J. TUCHE, D.O. 


In order to examine and discuss this subject intelli- 
gently, it is necessary first to decide what is meant by 
the term “vascular headache.” Any discussion of head- 
ache today must take into consideration the work done 
by Harold G. Wolff and his associates. This work was 
undertaken about 15 years ago and has proceeded sys- 
tematically and indefatigably since that time. The re- 
sults of the first years of study were reported in his 
book, “Headache and Other Head Pain,”! published in 
1948. 

According to Wolff, practically all headaches, with 
the exception of those caused by a new growth pressing 
directly on, or causing stretching of, a cranial nerve, 
are in some way related to the blood vessels of the head, 
either intracranial or extracranial, and hence may be 
classified as “vascular.” It is the purpose of this paper, 
however, to examine only one type of vascular head- 
ache, the migraine. 

It has been said that the migraine headache is the 
commonest complaint of civilized people. There are all 
degrees of the migraine complaint—from the most se- 
vere and disabling illness to trifling symptoms—and it 
is safe to say that less than half the migraine victims 
ever consult a physician. It is felt that frequently the 
physician does not consider a headache as migrainous 
unless it adheres strictly to a classical pattern of symp- 
toms, and he is then lost in a labyrinth of diagnostic 
tests which have little bearing on the patient’s chief 
complaint. Not only are duration, frequency, and oc- 
currence extremely variable, but intensity varies greatly 
in the same individual, from a state so slight as to be 
compatible with gaiety and laughter to an intolerable 
pain producing a state bordering on prostration or 
coma. Because of the extreme variability, a long list of 
names has been attached to this entity, such as relaxa- 
tion headache, week-end headache, common headache, 
hot weather headache, constipation headache, indiges- 
tion headache, sick headache, and bilious headache. This 
type of nomenclature tends to point up the fact that 
migraine headache is but one aspect of a diffuse func- 
tional disturbance occurring periodically during or im- 
mediately after a period of stress. 

As far as physiologic mechanisms are concerned, it 
is rather generally accepted that stretching and disten- 
tion of the cranial arteries, especially branches of the 
external carotid, are two of the chief causes of the pain 
in migraine. This explains the highly beneficial and 
specific action of ergotamine tartrate in terminating an 
attack. The action of this drug is vasoconstrictive. 
Headache is usually relieved within the hour in 90 per 
cent of cases when this drug is given intramuscularly 
in doses of 0.25 to 0.5 mg.! 

It is evident from the work of Wolff,? Alvarez,* 
Knopf, Fromm-Reichmann,’ and others that there are 
specific personality features shared in common by all 
sufferers of migraine. It is felt that if the physician 
were to keep these personality characteristics in mind, 
he would be much better able to offer a more effective 
therapeutic approach. The dominant characteristics of 
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the personalities of individuals suffering from migraine 
headaches are overconscientiousness, perfectionism, 
rigidity, excessive competitiveness, and resentment. 
More impressive, however, than the personality charac- 
teristics of these people, is the uniformity of the precipi- 
tating emotional factors. Of these, probably the most 
important is resentment. These patients have a chronic 
resentful attitude which results from their inability to 
live up to their perfectionistic ambitions. When an ex- 
ternal situation presents which is beyond the person's 
capabilities, a migraine attack is precipitated. It is as 
though, in a chronic setting of resentment, blind rebel- 
lion against his lot in life suddenly takes place and the 
patient literally “blows his top.” 

Most of the publications on the psychology of mi- 
graine headaches mention the presence of repressed or 
suppressed hostile impulses.**® This mechanism is most 
strikingly demonstrated in psychiatric sessions with these 
patients. Many times the psychiatrist may observe the 
beginning or termination of the attack during the ses- 
sion. A frequent beginning of a migraine attack occurs 
with the patient in a state of suppressed rage. This at- 
tack in many cases is suddenly and almost instantane- 
ously terminated when the patient becomes aware of his 
rage and is able, through vocalization, to express it in 
abusive terms. It is almost as though, by discharging 
his anger verbally, the need to discharge it through the 
medium of the migraine headache is satisfied.'° 

The above observations show conclusively that 
there is a direct correlation between migraine headaches 
and repressed hostility. The importance of the charac- 
teristic personality factors then tends to dwindle and to 
mean simply that personality types that are apt to re- 
press hostility are more prone to the development of the 
migraine syndrome than are other types. 

Having presented a picture of the kind of person 
who develops the migraine headache and examined 
somewhat the cause of the acute attack, I shall discuss 
treatment by means of psychotherapy. In speaking of 
this, it is felt that many general practitioners have the 
capability and knowledge to treat migraine headaches 
successfully from a psychotherapeutic approach. Cer- 
tain prerequisites are necessary, however. This method 
is not for those physicians who can give but a few 
minutes to an interview. It is costly in energy to the 
physician. He should be aware of his own inner func- 
tioning and personal problems which might distort his 
judgment or arouse in him feelings of irritability and 
antagonism. Certain time factors should also be taken 
into consideration. If the patient is relatively young or 
if the onset of the migraine attacks has been of fairly 
recent origin, the physician practicing general medicine 
may expect a high degree of success by following the 
principles of treatment outlined in this paper. Con- 
versely, in set, rigid cases occurring in older patients 
and in cases of longer duration, the patient’s needs will 
be better served by referral to a psychiatrist. 

Prevention of attacks can be carried out only by 
means of psychotherapy, and it is with this treatment | 
am most concerned in this paper. In most of the litera- 
ture related to the preventive treatment of migraine, 
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there is some reference to psychotherapy. The impres- 
sion is received, however, that this consists of slapping 
the patient on the back and telling him he is working too 
hard, that he should take a vacation in the mountains, 
and above all that he should not worry. Of course, he 
is not told how not to worry. It is my opinion that the 
technics of suggestion and reassurance have but super- 
ficial value in the treatment of migraine and that effec- 
tive treatment should consist of an individualized analy- 
sis with special emphasis on resynthesis and re-education 
of the patient’s attitudes and habits. 


The method of examination is the first step in the 
preventive treatment of migraine sufferers, and this 
differs slightly from the usual medical examination in 
that much more attention is directed toward the history, 
with special emphasis on the patient’s attitudes and re- 
actions to himself and the world about him. It is most 
important that the physician himself take this history 
so that he may observe the patient’s attitudes toward his 
body and illness. Careful questioning regarding specific 
dates will many times make the patient and physician 
aware of the relationship between his headaches and 
important personal experiences. The physician should 
not seek for abnormal character traits but be on the 
alert for those average personality characteristics that 
the patient seems to be most rigid about and to which 
he reacts most strongly. The physician should keep al- 
ways in mind that the most important clue in this in- 
vestigation is the patient’s attitudes toward his behavior. 
It is recognized that this type of procedure is time con- 
suming, but it is felt that if it is carried out intensively, 
subsequent visits may be considerably shortened. Fol- 
lowing this, a brief but thorough physical examination 
is essential. 

The first and most important aspect of treatment, 
following the history and physical examination, is the 
conditioning of the patient to the idea that his illness is 
due not to specific organic deficiencies but to a long- 
lived reaction on his part to his environment, either 
internal or external. He should be constantly reminded 
that any help, whether originating from internal medi- 
cation, physical therapy, or reassurance by the physi- 
cian, is of only transient value. He should be told fre- 
quently that the prevention of future attacks will come 
only as a result of his own reassessment of his values, 
goals, and drives, with the substitution of a more real- 
istic approach to life and its many problems as the ulti- 
mate goal. The physician must appreciate the fact that 
elimination of the headache may require more in per- 
sonal adjustment than the patient is willing to give. It 
is obligatory for the physician to bring clearly into 
focus the cost to the patient of his way of life. The 
patient must then decide whether he prefers to keep his 
headache or take steps to rid himself of it. Following 
these preliminary statements regarding goals and the 
price the patient must pay in order to achieve them, 
further analysis may then be carried out. 


The patient should be asked about all the circum- 
stances that may have precipitated an attack, with spe- 
cial reference to the factors in his personality and life 
situation that persist and that preceded the headache by 
days or weeks. This is all-important, because the 
analysis and acceptance of his reactions are essential to 
his re-education. As an aid in achieving this result, his 
actual 24-hour routine should be reviewed with him. In 
this way he becomes familiar with the demands he 
makes on himself and the kind of standards to which 
he adheres. This is more effective than direct question- 
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ing about stress, since most migraine sufferers will not 
admit to tension, fatigue, and overwork. With this sort 
of interview, the patient begins to see the nature of the 
migraine attack in a more detached way; he becomes 
aware of attitudes and drives he has never recognized, 
and he realizes that only he can ultimately solve the 
problem. In the course of attempting to change these 
patterns of his life, the patient will always develop 
some acute anxiety. This is a result of the threat of 
abandoning some of his perfectionism and overcompeti- 
tiveness which frequently have placed him in a favor- 
able economic position. It is necessary to assure him 
that he is not going to become ambitionless but instead 
is going to be more generally effective in his handling 
of himself. The development of the ability to use spon- 
taneity in the conduct of his life, rather than to plan 
every action in detail beforehand, is a necessary part of 
his change. This is because preoccupation with plan- 
ning does not equip the individual to deal effectively 
with the unforeseeable. 

Another point in treatment has to do with the culti- 
vation by the patient of the ability to adjust his ac- 
tivities to variations in body energy. If the person feels 
sluggish, listless, or apathetic, it is necessary for him 
to adjust his energy output to his energy equipment. 
Should he try to maintain his usual high level of 
achievement and drive himself strongly, headache is 
bound to result. On the other hand, if he is able to let 
down during a temporary depletion of energy without 
feeling guilty or resentful, he will usually not develop 
a headache during this time. The patient should be 
made aware that there may be times in life when he 
may choose to overexceed his capabilities and, through 
adherence to his old standards, pay in terms of pain 
and discomfort. However, he should also be made 
aware that in the long run, he cannot afford to spend 
more energy than he has and that he must budget his 
output if he is to be successful. 

It is postulated that the osteopathic physician is in 
a uniquely favorable position to achieve gratifying re- 
sults in the treatment of migraine headaches. During 
the course of his osteopathic manipulative treatment he 
is in a much better position to establish close rapport 
with the patient and to solidify the physician-patient re- 
lationship than is the physician with more remote and 
impersonal contacts. In addition to the obvious value 
of mechanically correcting structural deviations, psy- 
chologically he is satisfying some of the patient’s de- 
pendent, regressive needs. Through the medium of a 
close, empathic relationship, the osteopathic physician 
may obtain salutary results in migraine headaches 
through using the aforementioned technics of analysis, 
interpretation, synthesis, and re-education toward a 
more effective way of life. 

Finally, the patient must be aware that through 
treatment the attacks may be less severe and the inter- 
vals between them may be lengthened, but unless the in- 
dividual is able to recognize and adhere to a pattern of 
life suitable for him, the headaches will recur under 
any conditions of stress. 


SUMMARY 


A brief statement of physiologic mechanisms in- 
volved in the production of migraine headache has been 
given. Personality characteristics possessed by migraine 
sufferers have been described. These are overconscien- 
tiousness, perfectionism, rigidity, excessive competi- 
tiveness, and resentment. A  psychotherapeutic ap- 
proach to the problem of prevention of attacks has been 
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offered for the physician not especially trained in psy- 
chiatry. 

The aim of this approach is to help the individual 
to understand the basis of his tension, the factors in his 
life that aggravate it, and to aid him in dealing more 
effectively with these factors. It has been postulated 
that the osteopathic physician, through the close inter- 
personal relationship engendered by the manipulative 
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INTRODUCTION 


In beginning a discussion of so complex a field of 
psychiatric endeavor, a few salient facts must be men- 
tioned. First of all, geriatrics as a distinct specialty 
of medicine is comparatively recent. The original meet- 
ing of physicians devoted to the study and management 
of diseases of the aged, at which the American Geri- 
atrics Society was organized, was in 1942, only 13 years 
ago. 

Since this specialty is still in its pioneering phase, 
quite naturally most attention is given to those phases 
dealing with the physical aspects of the pathology of 
aging, namely internal medicine and the various 
branches of surgery that are applicable to the manage- 
ment of geriatric patients. Geriatric psychiatry is 
therefore given a minor amount of attention. Evidence 
of this observation may be borne out by perusing the 
tables of contents of recent issues of journals devoted 
to geriatric medicine. This may be a reflection of an 
outlook of the general public which considers mental 
aberration and senescence synonymous and therefore 
believes nothing need be done to improve the manage- 
ment of so natural a course of events. I, however, do 
not feel that this is a rational approach to this serious 
problem. 


The general practitioner is peculiarly singled out 
by the lay public as the first authority to whom to go 
with the problem of what to do with an aged member 
of the family who has recently been “acting queerly” 
or who is “irresponsible.” Occasionally this may be as- 
sociated with the medicolegal question of establishing 
a guardianship over the financial assets of an older 
individual whose relatives believe him to be mentally 
incapable of handling his affairs. Most frequently the 
problem presented is in the form of a request for spe- 
cific medical attention and/or commitment to an insti- 
tution for custodial care. 


DIAGNOSIS 


In geriatrics, as in other fields of medicine, diag- 
nosis is the primary problem, and in geriatric mental 


disorder the diagnosis must be made before further 
management can be undertaken. Diagnosis may in turn 
be further subdivided into (1) the nature or form of 
the disorder including possible etiology and history of 
onset, (2) the severity or progressiveness of the condi- 
tion, (3) the chances for recovery or the possibilities 
in terms of further degeneration or incurability, and 
(4) the differential diagnostic factors delineating the 
condition from similar or related conditions. 


These diagnostic factors are often very difficultly 
arrived at, as compared to the factors in the clinical 
diagnosis of a cardiovascular disorder. Psychiatry has 
not as yet developed the precise diagnostic methods 
typical of internal medicine, and laboratory measure- 
ments to corroborate a diagnosis are rare. Therefore, 
psychiatric diagnosis at present is limited to a psycho- 
pathologic grouping rather than to a specific disease 
entity. This is exemplified by the use of such terms 
as “acute anxiety state,” “schizophrenic reactive pat- 
tern,” “mixed neurosis or pseudoneurotic schizophre- 
nia,” “conversional hysteria syndrome,” “psychosis 
with cerebral arteriosclerotic degeneration,” “toxic psy- 
chosis,” “psychosis associated with neurovascular de- 
generation such as is found in neurosyphilis,” and 
“psychosis due to an involutional state.” 


At the same time there is a tendency to avoid 
such general diagnostic labels as “senile dementia” 
which, in my opinion, is too broad a term to be suffi- 
ciently descriptive for diagnostic import; it resemble: 
such archaic terminology as “dementia praecox.” Be- 
fore going any further into the discussion of diagnosis, 
it is important to realize that in no other branch of 
psychiatry do organic factors play so important a role 
as in the geriatric branch. This is evident when cog- 
nizance is taken of the fact that geriatrics in general 
encompasses patients past the age of 50 years and that, 
starting at the sixth decade, many of the neurologic, 
cardiovascular, and endocrine degenerative disorders 
begin to assume chronic characteristics. 


Because the chronicity of the various degenerative 
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disorders of the neurologic, vascular, and endocrine 
systems becomes evident after the age of 50, there is a 
greater tendency for these organic pathoses to have 
influence on the functional capacity of the cerebrum. 
Thus in this age group mental pathoses may more often 
be directly attributable to organic causes than they are 
in the younger age groups in which there is usually no 
direct association between the two. 

Here, therefore, is a fertile field in which the gen- 
eral practitioner can be of great assistance. Because of 
his skill and experience in executing physical and clin- 
ical laboratory examinations, the diagnosis of organic 
disease contributory to psychotherapy can be made by 
him. It is especially true in this group that a physical 
exainination complemented by proper lavoratory ex- 
amination is most important. 

Alvarez! in a recent article amplified this point : 

[ am always reluctant to diagnose a neurosis in the case of a 
person past 55, who has never been neurotic before. It is far 
more likely that the nervous symptoms that he has recently de- 
veloped are on an organic basis. This is true even in those 
many cases in which an older person becomes mildly depressed 
or paranoiac or fearful or secretive. Usually in such cases 
questioning of the family will reveal that the person was al- 
ways somewhat cyclothymic, paranoid, worrisome, or reticent, 
and that with advancing cerebral arteriosclerosis and perhaps a 
little stroke, his life-long control of his tendencies relaxed, and 
allowed them to come to the front and be troublesome. 

Hardly a week passes today that a busy internist does not 
see some elderly person who has been examined thoroughly in 
some great medical center and dismissed with a diagnosis of 
anxiety neurosis. In those cases in which the person never was 
anxious before one often learns that his troubles began with 
a dizzy spell, and then one must assume that he had an injury 
to his brain. There must be some organic reason why suddenly 
a man who never had any fear, or any concern about his health, 
became upset and afraid of illness and of being alone. 

Thus the necessity for a thorough clinical examination 
by the general practitioner in establishing diagnosis of 
psychopathy in the geriatric group can be seen. 

Having given proper recognition to the validity 
of clinical and physical examinations, I shall now list 
the essentials of a good clinical examination from a 
psychiatric viewpoint. 

1. Examination of the cardiovascular system. 
Proper evaluation of the findings of auscultatory, 
sphygmomanometric, and oscillometric studies, comple- 
mented when necessary by additional studies, such as 
electrocardiography, cardiac radiography, a complete 
blood count, and determination of blood sugar, blood 
serology, and blood urea nitrogen, will give a clue to 
such conditions as atherosclerosis, anemia, cardiac de- 
compensation, syphilis, diabetes, and nephroses which 
leave their mark of degeneration on the aging individ- 
ual and may influence directly, or indirectly, his mental 
picture. 

2. Examination of the neurologic system. This 
includes reflex testing and ophthalmoscopy, comple- 
mented when necessary by such studies as electroen- 
cephalography, spinal fluid examination, and the various 
radiographic examinations such as pneumoencephalog- 
raphy and myelography which will reveal damage to 
the cerebrospinal axis including neoplastic change, 
neurosyphilis, epilepsy, multiple sclerosis, and neuro- 
myopathies, all of which affect psychologic function. 

3. Evaluation of the endocrine system. Physical 
examination of the thyroid and prostate or ovarian 
region, cranial radiography, basal metabolism determi- 
nation, protein-bound iodine and blood cholesterol tests, 
and urine hormonal assays are valuable in diagnosing 

hypothyroidism, hyperthyroidism, pituitary dyscrasias, 
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and male and female climacteric syndromes which in 
many cases show psychiatric manifestations. 

4. Osteopathic structural examination. This will 
determine the presence of articular and soft tissue le- 
sions. Some may question this type of examination in 
determining the psychiatric status. However, the va- 
lidity of such studies can be readily understood when 
it is realized that muscular tension and rigidity are the 
most common somatic expressions of anxiety states, 
conversional syndromes, and toxic states such as al- 
coholism. The view that anxiety is expressed in terms 
of muscle tension has been recently brought forth in a 
study by Dixon and his associates.” 

Anxiety is the emotional expression of a psychologic state in 
which the body as a whole is preparing itself to combat any 
known threat to its integrity . . . this particular state of prep- 
aration is manifest by more than just anxiety, but includes 
evidence of preparation in the entire neuromuscular setup to 
bring about what is commonly called neuromuscular hyperten- 
sion. 

Furthermore, if we take cognizance of the reflexologic 
school of psychiatric thought as proclaimed by Pavlov 
and his followers and consider the conditioned reflex 
and graded synaptic resistance as important factors in 
the etiology of psychopathic states, we begin to appre- 
ciate the value of information gleaned from osteopathic 
structural examination. 

A word of caution should be given in reference to 
laboratory examinations: Older people do not lend 
themselves well to the rigors of various laboratory pro- 
cedures such as pneumoencephalography, air or oil 
myelography, or even spinal fluid examination. For 
this reason it is inadvisable to perform such procedures 
unless clinical opinion considers the tests absolutely 
necessary for accurate diagnosis. Many of the above 
procedures are not without discomfort even to the most 
robust young adult, and exposure of a geriatric patient 
to them may invite physical disaster and fix or aggra- 
vate an incipient paranoid or reactive psychopathic 
state. 

Psychologic Considerations.— 

The process of aging produces a decrement of all 
bodily functions, including psychologic reactions. These 
changes determine the amount of impairment of bodily 
strength and of decrease in swiftness and acuity of 
motion. The time of appearance of these general 
changes is subject to great variability, however, and 
this is specifically true of psychologic activity. 

In many cases, these functions in older people may 

be superior to those of younger individuals. Boas* has 
said: 
There is a general belief that old persons have lost the faculty 
of learning new disciplines and new procedures, that they are 
resistant to new ideas. Psychological studies have thrown a 
doubt on this view, and many believe that the educability of a 
person does not necessarily decline with age. . . . Impairment 
of memory is universally accepted as a stigma of aging. Mem- 
ory is a function of attention. The physical weakness of the 
aged and the assumption by society that they are no longer 
useful lead to a sense of inadequacy and to a withdrawal of 
attention. Lack of memory thus is often actually lack of at- 
tention. Older people are more conservative than the young; 
they resist changes in their mode of life, they resist new ideas 
in manners and morals. Again this is not necessarily the result 
of senile changes in their brains and modes of thought, but may 
result from the sense of inadequacy which their insecure posi- 
tion in society impresses on them, which gives them an emo- 
tional need for an unchanged world. 

Many of the mental and emotional changes manifested in 
elderly persons are due less to aging and regression of their 
mental faculties than to the kind of life forced on them by a 
heedless society. 
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Lawton‘ has emphasized that economic and social 
insecurity plays a large part in hastening mental de- 
terioration in older persons. As a consequence, no treat- 
ment is attempted and mental deterioration progresses 
until an irreversible state is reached. It has been esti- 
mated that fully one fourth of patients diagnosed as 
senile or arteriosclerotic psychotics are able to make so- 
cial recoveries if given proper treatment. 


Psychoneuroses are common among the aged. The 
aging brain with its impaired blood supply has not the 
metabolic reserve power to withstand toxemia, nutri- 
tional lacks, or severe circulatory disturbances and 
manifests its insufficiency by delirious reactions. The 
following is an explanation of pathologic psychody- 
namics in later maturity: The neuroses of senescence 
and senility represent patterns of inadequate and un- 
successful attempts at adaptation to personal difficulties, 
just as do the neuroses appearing in earlier periods of 
life. 

Although there are insufficient data upon which 
to base a final statement, it is probable that most aging 
persons who develop neurotic reactions have shown 
similar maladaptations to stress when younger. Cer- 
tainly for many of them, as their history shows, the 
neurosis is only a continuation of earlier inadequate 
behavior with some increase in severity and with 
modifications in pattern that grow out of changes in 
their total situations. In some persons, particularly 
those who throughout life have successfully dominated 
others or have been the center of attention, the neurosis 
comes as a reaction of disappointment or frustration 
over their altered circumstances and as something quite 
new in their lives. But regardless of whether there is a 
background of periodic or of continuous maladaptation, 
the presence of disturbing behavior in the aged calls 
for a study of all the antecedent and existing factors 
that may be responsible, whether these are in the per- 
son’s biologic status, in his changed environmental re- 
lationships, or in his personal reactions to the role of 
the oldster which he is called upon to play. As a rule, 
it will be found that each of these ingredients enters 
into the formula for producing neurotic maladjust- 
ments in later life. 

Nutrition is another factor in the genesis of geri- 
atric mental disorder. 

Wexberg® has pointed out: 

One of the remarkable trends of modern geriatrics seems to be 
away from the fatalistic attitude which until recently domi- 
nated the discussion of problems of old age. We have learned 
to consider arteriosclerosis as a disease instead of a “natural” 
wearing-out process. We are aware of the fact that today 
very few people indeed die of “old age” but rather front dis- 
eases which happen to be, for reasons mostly unknown, more 
frequent in the period of senescence. If that is true, there is 
no reason why the cure of those diseases should not be at- 
tempted with some optimism, unhampered by the preconceived 
idea that people beyond 60 are bound to die pretty soon anyhow. 


A rather important departure from this viewpoint 
has recently been made in the field of geriatric psy- 
chiatry. Cerebral arteriosclerosis and senile psychosis 
(dementia), the two most important geriatric mental 
disease groupings, were and still are considered in- 
curable, especially in view of the pathologic findings 
which are conclusive of irreversible brain processes. 
Traditionally, every mental disorder of old people in 
which diagnosis was not obvious was labeled cerebral 
arteriosclerosis or senile dementia, and, except for cus- 
todial care of the patient until he died, no attempt was 
made at treatment. 
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Investigations by Rothschild and Sharp* proved 
that there is no real correlation between the usual 
pathologic changes in senile brains which are consid- 
ered characteristic of senile dementia and the clinical 
signs of senile dementia itself. In other words, post- 
mortem examination of brains of patients with ad- 
vanced senile psychosis may reveal very few senile 
plaques and vice versa. If that is correct, degenerative 
processes in senile brains cannot be assumed to be 
the only etiologic factor in the development of psy- 
chosis. The other determining factors are found to be 
of functional nature and not productive of organic 
cerebral lesions. Accordingly, Rothschild developed 
the theory, and his observations uphold it, that in some 
cases psychogenic factors accelerate a mental break- 
down which otherwise might have been delayed for 
many years. 

The observations of Wexberg,’ Robinson,’ and 
Reed and Stern® leave us with a more liberal outlook 
toward aged persons with psychiatric deterioration. 
Not all the conditions are irreversible; according io 
Robinson,* irreversible pathologic conditions played a 
minor part in the total study of the patients, and of 
those persons past 60 years of age who showed severe 
mental reactions, 50 per cent completely recovered and 
resumed their places in society. Reed and Stern® have 
shown a correlation between senile psychoses which go 

_along with a low metabolic rate, avitaminosis, dehydra- 
tion, and hibernation and certain neurofibrillary brain 
changes. The work of Cameron and his associates'’ 
pointed out that the oxygen consumption of the brain 
is markedly diminished in geriatric psychosis. 

CLASSIFICATION OF THE GERIATRIC PSYCHOSES 


No attempt has been made in this paper to go into 
the intricacies of diagnostic details on this complex sub- 
ject. This information is readily available in the many 
standard works on psychiatry, especially the older text- 
books. Suffice it to say that these are being constantly 
revised in the light of modern knowledge of psychody- 
namics and psychopathology. However, there are a few 
groupings that should be mentioned. 

Delirious Reactions.— 


A delirious reaction may be defined as a reversible 
psychosis marked by disorientation, hallucination, and 
fear. It may be the sole mental disorder or may be 
superimposed on a more serious psychosis. Included in 
this category are the so-called exhaustion and toxic 
psychoses. In old persons the cerebral circulation 
through the narrow sclerotic arteries is often just ade- 
quate to maintain the normal cerebral function. Any 
slight disturbance may upset the balance and lead to 
transient anoxemia or other brain cell damage. Sur- 
gery, trauma, infections, cardiac failure, cachexia, sud- 
den dehydration with mercurial diuretics, and protract- 
ed administration of sedative drugs such as bromides 
and barbiturates may induce delirious reactions. It 
should be pointed out that prescription of sedatives is 
a common failing among busy practitioners who are 
often hard pressed to “do something” by relatives of 
the geriatric patient with neuropsychiatric symptoms. 
The tendency is to give barbiturates or bromides in 
large doses to depressed oldsters. When their symptoms 
do not cease, the dose is repeated or even increased. 
When the toxic level is reached the patient is then 
found in a severe delirious or manic state. 


At times prolonged malnutrition or vitamin-defi- 
cient diets may induce a pellagra-like psychosis. The 
insecurity and natural anxiety of the patient often form 


| 

Neuré 

Vol. 9 

actic 

may 

espe 

drez 

tion 

tren 

Boc 

and 

oro 

tio1 

wh 

to | 

are 

| art 

thi 

ag 

wi 

ca 

pa 

co 

fa 

pl 

de 

ac 

d 

f 

j 

b 

€ 

( 


Neuropsychiatric Supplement 
Vol. 9, No. 1, November, 1955 


the basic psychologic background of the delirious re- 
actions. 

Symptoms may be sudden in onset; the patient 
may be drowsy in the daytime, but he grows restless, 
especially at night, and he usually has frightening 
dreams. Orientation is lost; fear and then hallucina- 
tions occur, followed by delusions with a paranoid 
trend. The patient becomes noisy and uncooperative. 
Bodily tremors, incoordination of the muscular system, 
and urinary incontinence are also noted. Unless vig- 
orous therapy is instituted, dehydration and malnutri- 
tion follow and terminate in death. However, in cases 
where the outcome is favorable, the delirium is noted 
to last from a few days to weeks. 

Psychoses in General.— 

The chief psychoses encountered in older persons 
are the involutional psychoses, psychosis with cerebral 
arteriosclerosis, and senile psychosis." 

Involutional psychosis or melancholia is about 
three times as frequent in women as in men.’* The 
ages of occurrence are between the years 45 and 55 in 
women and about a decade later in men. Its causes 
cannot be found in the hormonal changes that accom- 
pany the climacteric, although in some cases these may 
contribute to the disorder. Apparently constitutional 
factors are of great importance. Usually persons with 
previously rigid repressed personalities are prone to 
develop this disorder. They display obsessional char- 
acteristics to the point of meticulous detail. Environ- 
mental factors operating at the time of life when the 
onset of the psychosis is noted may play a role in its 
development. The patient has reached a period when 
further advance is difficult, realizes failings, cannot ad- 
just to financial reverses or other stresses, and thus 
breaks with reality. 

Prodromal symptoms of depression, irritability, 
weight loss, feelings of unreality, and a tendency to 
environmental withdrawal may extend over several 
years. Finally a completely overwhelming depression 
of the patient takes place. This is associated with 
anxiety and with motor overactivity or agitation. Delu- 
sions of unworthiness and of sin and self-accusation 
with well-marked suicidal trends are prominent. Idea- 
tional content dealing with death, poverty, religious 
delusions, and autoerotic thoughts is common. Somatic 
delusions, varying from hypochondriasis to delusions 
of evisceration, associated with little disturbance of 
consciousness and orientation, are quite common. Para- 
noid trends may develop. 

These psychotic symptoms run a prolonged course 
with a poor outlook for recovery, especially in patients 
over 55 years of age, in those with compulsive trends, 
and in those who in their youth exhibited great rigidity 
and narrow mental horizons. Early recognition of 
this disorder increases the possibility of recovery. 
When involutional psychosis is fully developed, the 
tisk of suicide is great and institutional care is nec- 
essary. 

Senile Psychoses and Psychoses with Cerebral 
.Irteriosclerosis.—By definition regressive changes in 
the brain are the cause of senile psychoses and vascular 
irreversible changes are the cause of cerebral arterio- 
sclerosis. 

PROBLEMS OF THERAPY 


Broadly speaking, therapy from the geriatric view- 
point involves mainly a corrective approach to the 
physical vagaries underlying or complicating the mental 
aberration. In the above exposition of mental disorders 
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of later life it was noted that there are complex nutri- 
tional and metabolic factors acting as substrata for the 
disheveled mental processes. These factors must be 
traced wherever possible and deficiencies replaced by 
adequate substitution therapy—vitamins, proteins, car- 
bohydrates, hormones, minerals. Adequate sedation or 
cerebral stimulation must be employed when indicated, 
with care being taken not to overdose or prolong un- 
necessarily the use of such drugs as barbiturates, bro- 
mides, amphetamines, or chloral derivatives. 

In addition, all osteopathic somatic lesions must be 
corrected or neutralized. This in itself, besides being 
an excellent approach for the physical relaxation of 
tense muscles, has psychotherapeutic value by breaking 
the perverted reflex arc in the soma fed by an irritable 
psyche. Thus the first step toward psychic relaxation 
is achieved. From then on the physician, having thus 
reassured the patient, makes him realize that something 
is being done to help relax his nervous state. That this 
is common knowledge even among the laity is evi- 
denced frequently by persons who request osteopathic 
manipulative treatments merely to relieve fatigue or 
tension. 

I do not imply that osteopathic manipulative ther- 
apy is a panacea for psychic disorders. As with all 
other forms of therapy, it has its limitations as well as 
indications. For instance, there is potential danger in 
treating a latent homosexual patient who may derive 
symbolic erotic substitution or may react in panic from 
any direct physical contact between him and the doctor. 
Further, the patient may adopt this therapy as a symp- 
tomatic panacea and refuse further or intensive psycho- 
therapy aimed at the root of his psychic problem. 


PSYCHOTHERAPEUTIC TECHNICS 


The general practitioner is quite capable of per- 
forming basic psychotherapy in many minor psychiat- 
ric disorders, just as he is capable of performing minor 
surgical procedures where indicated. As with patients 
of all ages, but especially with those in the older age 
groups, the first psychotherapeutic technic is ventila- 
tion, that is, allowing the patient to state his problem in 
his own words while listening to him with a sympathetic 
ear. It is most important that the doctor adopt the atti- 
tude that psychotherapy is as potent as other forms of 
therapy and cannot be dispensed recklessly. 

The following pitfalls are to be avoided if the 
psychotherapeutic process is to be successful: 

1. Insufficient time set aside for listening to the 
patient. There is nothing more damaging to a patient’s 
morale than dismissing him with a rapid interview so 
that he cannot adequately express his feelings. This is 
especially true of the older patient who has an intense 
need to express himself, because be feels that since he 
is getting old he is becoming useless and ready to be 
discarded by the younger generation, many of whom 
pay him a minimum of attention. 

2. Inattentive expression. In listening sympathet- 
ically, the physician must adopt an attentive facial ex- 
pression, otherwise the oldster will feel that he is being 
disregarded or being treated unsympathetically. If-he 
cannot assume this attitude, the physician can adopt a 
poker face in order to prevent the patient from believ- 
ing that he is passing judgment. It is not the place of 
the doctor in the doctor-patient relationship to adopt 
the attitude of a vengeful judge who is ready to pass 
sentence upon the patient for his fancied or real guilt. 

After the patient has ventilated his feeling, moods, 
or problems, the next psychotherapeutic technic is re- 
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assurance. An attempt is made to reassure the patient 
and thus give him emotional support in overcoming his 
various fears and guilt or anxiety feelings. Expression 
of sympathy in reference to fears grounded in reality 
tends to lower tension by making the patient realize 
that he is not alone in his response to fear and that 
such a psychologic reaction is not unusual. 


The third technic, following reassurance, is in- 
direct suggestion. Since ideas are likely to become set 
in advancing years, it is useless to try to change habits 
which are not dangerous. In the case of dangerous 
habits, indirect suggestion is likely to be more effective 
than attempts at direct control. The physician might 
point out an aged person whose mode of life is inspir- 
ing or someone with a healthy philosophy who does not 
dwell upon sad thoughts, has control of his emotions, 
and does not have morbid fears. 


A fourth technic is manipulation of the environ- 
ment. By this technic an attempt is made to remove 
stress from the patient’s environment or at least to 
minimize it where possible. Older people, by reason of 
their failing physical status and organically decompen- 
sating nervous systems, do not tolerate stress well in 
any form, whether it is psychologic or physical. If the 
patient is living in surroundings that are unbearable to 
him, he must be removed from them so that they do 
not overwhelm him and cause his psychic deteriora- 
tion. Likewise, constant berating of an old person by 
younger members of his family is uncalled for and 
leads only to mounting tension and eventual break- 
down. Exhortations to a person fixed in his ways and 
habits to refrain from or change his habits do not 
fall upon psychologically receptive ears. They merely 
cause more intense hostility and psychic disorder when 
the patient attempts to defend this hostility. 

A fifth technic is interpretation. This is very use- 
ful in dealing with anxiety problems of a conversional 
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or psychosomatic nature. Following proper ventila- 
tion, interpretation of the patient’s fears and anxieties 
in terms of true physiologic meaning helps allay or 
neutralize such symptoms. Interpretation with intent 
to instill insight must be used with caution if at all. 
Emotional insight is difficult to obtain even in young 
adults. It involves intensive psychotherapy of a psy- 
choanalytic nature. This is best left in the hands of 
trained specialists, and most of them are hesitant to use 
psychoanalytic technics on geriatric patients. 


A sixth technic of psychotherapy is that of re- 
education. This consists of relieving boredom by re- 
directing the patient’s diminished interests into more 
useful channels such as participation in constructive 
hobbies, club memberships, forums, and church activi- 
ties with intent to occupy the patient’s time in a psy- 
chologically gainful manner. The purpose is to teach 
the patient to eliminate self-criticism, depression, or 
criticism of others as the projection of his feelings of 
guilt or insecurity. 


In dealing with intelligent and cultured aged pa- 
tients the physician can point out that a tolerant, kind- 
ly attitude toward others aids in prolonging life since 
it minimizes tension. 


These methods enumerated above are applicable to 
the average geriatric patient with minor psychiatric 
problems and can be performed by any interested gen- 
eral practitioner. More extensive or adjunctive psy- 
chotherapy such as electroshock, electronarcosis, carbon 
dioxide, or other pharmacologic abreactive technics are 
best left to those specialists with proper training in 
their use. They are usually employed today for pa- 
tients requiring hospitalization or institutional or cus- 
todial care. Group psychotherapy is also best practiced 


by those specialists with specific training in such 
technics. 
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A steadily increasing number of patients believe that sur- 
gical procedures spread cancer and shorten life. Some even ask 
that nothing be done if cancer is found. This belief is rising in 
spite of strong propaganda in support of an early and radical 
surgical attack. Who are right—the people or the ultraradical 
cancer surgeons? There is much to be said on both sides. 

x & 

The public does not distinguish between various types of 
cancer. They lump cancers together under one name. That is 
why the cancer problem is not understood. But if we are to 
settle the confusion in the mind of the public, we must first 


COMMON SENSE IN CANCER 


settle the confusion in our own minds. 


We must study the 
natural history of cancers. 


x * 
When we cannot cure, we must be careful that at least 
we do no harm. We must be considerate of the financial plight 


of families faced with the problems of terminal care. If we 
follow these principles and if we continue to improve the treat- 
ment of those cancers that are curable, there will be no cause 
for the people to lose faith in our profession—George Crile, 
Jr., Postgraduate Medicine, April, 1955. 
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INTRODUCTION 

The influence of the autonomic nervous system up- 
on the kidney in the production of essential hyperten- 
sion has been acknowledged for many years. Endocrine 
substances and psychic factors have been accorded a 
role as well, but only recently has there been a clear 
delineation of the integration of all of these elements in 
the pathogenesis of the disease. It is the purpose of 
this paper to review in general terms several current 
concepts which suggest a logical direction of treatment. 

GOLDBLATT THEORY 

The Goldblatt theory has emphasized the factors 
producing hypertension at the renal level.t Overac- 
tivity of the sympathetic nervous system produces hy- 
pertension by increased secretion of epinephrine and 
by general and local vasoconstriction. Renal ischemia 
associated with this initiates the production of renin 
which acts upon a globulin substrate in the blood to 
form angiotonin. It is the latter substance which main- 
tains vascular narrowing and perpetuates the hyperten- 
sion. Chemical blockade and surgical interruption of 
sympathetic impulses are directed at denervating the 
adrenal medulla and enlarging the vascular bed so that 
decreased secretion of epinephrine and splanchnic pool- 
ing will cause a fall in blood pressure. 

HEINBECKER THEORY. 

Heinbecker? has modified and enlarged upon the 
Goldblatt concept to emphasize the influence of neuro- 
endocrine activity at higher levels. This theory con- 
cedes that impulses from the cerebral cortex may stim- 
ulate sympathetic overactivity, epinephrine release, and 
renal ischemia. However, principal emphasis is placed 
upon the influence of cortical impulses on the activity 
of the neural hypophysis. Cortical impulses depress 
neural hypophysial activity which, through depression 
of basophilic cell formation in the anterior lobe of the 
pituitary, results in a relative predominance of pituitary 
eosinophilic cells. These are the cells which elaborate 
the adrenocorticotropic hormone. The crux of the 
theory is that ACTH stimulates an increased output of 
desoxycorticosterone by the adrenal cortex and that 
desoxycorticosterone is the principal factor producing 
constriction of efferent renal arterioles, renal ischemia, 
and consequent essential hypertension. As a corollary, 
the point is made that an increase in desoxycorticos- 
terone is associated with excessive infiltration of neutral 
tats and cholesterol into the walls of blood vessels and 
that essential hypertension is converted to permanent 
hypertension by vascular sclerosis. 

SELYE STRESS THEORY 

Contemporaneously with the expression of the 
above theory, specifically concerned with hypertension, 
Selye and Fortier’ suggested a general concept of the 
manner in which the body responds to many varieties 
of stress. A comparison of the two reveals a remark- 
able similarity in the neuroendocrine mechanisms in- 
volved. The Selye theory states that any stress, and 
this includes emotional stress, causes systemic damage, 
but at the same time that this occurs, systemic defense 
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is stimulated. Systemic defense is mediated by hor- 
monal influences derived from the anterior and pos- 
terior hypophysis in the form of ACTH and vasopres- 
sin. ACTH stimulates adrenal cortical production of 
corticoids which cause the kidney to release renal 
pressor substances. Systemic defense is also initiated 
by activity of the autonomic nervous system directly 
through hypothalamic centers and indirectly by in- 
creased production of medulloids by adrenal medullary 
stimulation. The bodily response is the sum total of the 
effects of corticoids, renal pressor substances, vasopres- 
sin, medulloids, and autonomic nervous system activity 
initiated by the stress. 
CEREBRAL AUTONOMIC CENTERS 

Autonomic responses may be elicited by stimula- 
tion of widespread areas of the cerebral cortex. De- 
tailed, though incomplete, delineation of these areas 
and the responses derived from them have been deter- 
mined in recent years from a variety of normal and 
pathologic human and animal material.‘-* Cortical rep- 
resentation of autonomic function is centered chiefly in 
the gray matter about the anterior portion of the corpus 
callosum, the inferomedial surface of the frontal lobe, 
and the anteromedial aspect of the temporal lobe, all 
of these areas constellating the so-called limbic lobe. 
So intimately are emotional tone and autonomic re- 
sponses related in this area that it has been referred to 
as the “visceral lobe” of the brain. Of particular im- 
port to this discussion is the fact that a rise in blood 
pressure may result from stimulation of this area as 
well as by stimulation of the frontal lobe and the hypo- 
thalamus.*** 

DISCUSSION 

The material presented above is admittedly select- 
ed and fragmentary, and the final picture of essential 
hypertension is not yet complete. Nevertheless, justifi- 
cation exists for making several observations. 

The concept of the kidney and the peripheral por- 
tion of the autonomic nervous system as the principal 
agents in the production of hypertension is a limited 
one. The endocrine system plays an important role at 
its highest level of activity, the pituitary body. Similar- 
ly, the autonomic nervous system at its most complex 
level of integration, the cerebral cortex and hypothala- 
mus, is implicated in the chain of events leading to high 
blood pressure. The cerebral cortex is the site of man’s 
highest intellectual function, symbolic formulation, and 
difficulties in this sphere are often translated into so- 
matic dysfunction. There is today ample objective 
evidence that there is an intimate anatomic and physio- 
logic juxtaposition between the cortical areas concerned 
with symbolic activity and autonomic function. It is 
not inconceivable then that in certain constitutionally 
susceptible individuals, hypertension may be one form 
of expression of disturbance at a cortical level. A point 
may be made that the bodily response to stress is pro- 
tective when the stress is a transient one; this does not 
mean that stress responses are good responses as a con- 
tinuing life pattern. Placed in the frame of reference 
of this discussion, the implication may be made that 
long-standing emotional stress may evoke hypertensive 
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responses which are harmful when chronically main- 
tained. 

The treatment of essential hypertension may log- 
ically be directed at several levels. Vasodilator drugs 
and sympathetic denervation approach the problem at 
the periphery. Some newer drugs such as reserpine get 
closer to the difficulty by increasing the inhibitory ef- 
fect of the cerebral cortex on diencephalic, that is, 
sympathetic centers.° Neurosurgical ablation of certain 


1. Goldblatt, H.: Renal origin of hypertension. Physiol. Rev. 
27 :120-165, Tan. 1947. 

2. Heinbecker, P.: "Pathogenesis of diastolic hypertension. Surgery 
23:618-638, April 1948. 

3. Selye, H., and Fortier, C.: Adaptive reactions to stress. A. 
Res. Nerv. & Ment. Dis., Proc. (1949) 29:3-18, 1950. 

4. Chapman, W. P., et. al.: Possible cortical areas involved in 
arterial hypertension. A. Res. Nerv. & Ment. Dis., Proc. (1949) 29:775- 
798, 1950. 

5. Livingston, R. B., et al.: Stimulation and regional «ablation of 
orbital surface of frontal lobe. A. Res. Nerv. & Ment. Dis., Proc. 


220 NEUROPSYCHIATRIC CONSIDERATIONS OF AGED—BAILEY 


REFERENCES 


cerebral cortical and subcortical areas affects the site 
of the problem in a somewhat bolder fashion.’® Ideally, 
it would seem that treatment should be directed at dis- 
turbance of the symbolic and emotional functions be- 
fore this has been projected to the periphery of the 
body in the form of irreversible physical change. In- 
deed, it has been said that the kidney may be more the 


victim than the culprit in essential hypertension. 
8006 Sunset Blvd. 


(1947) 27:405-420, 1948. 


6. Ward, A, A., Jr.: Anterior cingulate gyrus and _ personality, 


A. Res. Nerv. & Ment. Dis., Proc. (1947) 27:438-445, 1948. 


7. Buchanan, A. R.: Functional neuro-anatomy. Ed. 2. Lea & 


Febiger, Philadelphia, 1951. 


8. Bronk, D. W., Pitts, R. F., and Larrabee, M. G.: Role of 
hypothalamus in cardiovascular regulation. A. Res. Nerv. & Ment, 


Dis., Proc. (1939) 20:323-341, 1940. 


9. Schneider, J. A., et al.: Neuropharmacological aspects of reser. 


pine. Ann. New York Acad. Sc. 61:17-26, April 15, 1955. 
10. Bailey, K. G.: Personal communication. 


Geriatric patients with neuropsychiatric problems 
can be divided into four categories: 

I. Into the first group fall men and women over 65 
years of age whose difficulties are attributable to emo- 
tional stresses precipitated by the carelessness and cal- 
lous indifference of their children. Adherence to the 
Biblical admonition, “Honor thy father and thy mother,” 
would substantially reduce the percentage of physical 
and mental troubles of patients in this group. 

II. The second category is composed of aged peo- 
ple whose troubles are due to their own carelessness 
and to the extent to which they, in their first 65 years, 
disregarded the laws of physiology and psychology. 

III. The third group encompasses those whose 
problems stem from accidents of heredity (genotypi- 
cal), congenital defects (phenotypical), or from en- 
vironmental trauma. 

IV. The difficulties of those in the final category 
are traceable to the increased average longevity in this 
country. In 1900 the average span of life in the United 
States was 47 years, and at present it is 67 years. This 
new 20-year lease on life, made possible by the eco- 
nomically available comforts of living and advances in 
research, is fostered by professional education as prac- 
ticed in the healing arts and supported by capital, labor, 
government, and law; it is enjoyed serenely or reviled 
bitterly by the aging, depending on whether or not they 
are comfortable in mind, body, and spirit. 


GROUP I 

For all practical purposes this group includes those 
aged who are deliberately neglected or ignored by chil- 
dren who reject the filial relationship or disgrace the 
family name; these children constitute a “generation of 
vipers” who by their life pattern are noncomplemen- 
tary, and therefore noncomplimentary, to their parents. 

The emotional crises in the aged of this group, 
whether of chronic worry, sudden shock, or recurrent 
problems in their children, or problems of sex, debt, 
intoxication, criminality, or incapacity for independence, 
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all take their toll in mental and physical depletion 
(stress syndrome), resulting in neurosis, psychosis, 
and, at times, in the aged who survive this depletion, in 
both attempted homicide and attempted suicide. 

Application of the term “incompatibility” to the 
members of this group is valid and inescapable. Little 
heed is paid to the science of eugenics, and the genera- 
tions continue to buy in a market of emotion and pay in 
a market of reason. There results the pit of unconcern, 
the pool of misunderstanding, and the maelstrom of 
personality conflict which sets daughter against mother 
and father against son. 

Is it any wonder that, with these built-in atoms 
of destruction, families explode and scatter and that the 
“fall-out” afflicts everyone? Is it any wonder that by 
the age of 65, many are ina state of despair when chil- 
dren have not written or contacted them in 20 years, or 
conversely, have lived at home, forever dependent on 
the family, parasites of inability, indifference, and inde- 
cision; or have involved them in litigation, notoriety, 
and the brawls of sleepless nights; or have assaulted 
them with attempt and intent to homicide or driven 
them to attempted suicide ? 

This state of despair occurs because these aged 
have not had the help, love, and devotion which others 
more fortunate have had. In analyzing the term “more 
fortunate,” does anyone know the genesis of good for- 
tune, chance, luck, or fate? Research into these areas 
will, in my opinion, be as valuable as the search for the 
cure of cancer. 

Treatment is preventive—a pound of prevention 
to forestall a ton of trouble. Treatment occurs in th: 
home, school, church, and within the selves: the self 
of the parent and, thus, the self of the child. It com- 
prises learning good manners, using good manners, and 
being expected to use good manners. It requires ‘only 
politeness to be polite and to follow the commandment. 
“Honor thy father and thy mother.”’ 

GROUP II 
‘Included here are those hapless souls who, through 
their own ignorance, carelessness, or ill will, have in- 
vited and/or received mental and physical difficulties 
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Supplement 
and disabilities which are due to preventable injury, 
disease, or passion. Many pay no attention to “the 
rules.” 

The people in this group never followed the motto 
of the Boy Scouts or Coast Guard—they are neither 
prepared nor always ready. As a result, they have been 
accident prone; they have driven recklessly in traffic 
and often without a license and have maimed or been 
maimed ; they have gorged when they should have fast- 
ed; they have drunk liquor when they should have 
drunk milk; they have gotten mad when they should 
have kept their tempers; they have, as rank amateurs, 
taken on professionals, and suffered loss of real face 
when they fell on it. And some, as an electronics execu- 
tive is reported to have said of a popular writer on sex, 
“seem more concerned with high frequency than with 
high fidelity.” 

GROUP III 

Classified in this group are those aging who by 
reason of inherited characteristics or congenital defect 
have a constitutional inadequacy which in a given en- 
vironment has made their successful adaptation less 
than satisfactory in a physical, social, economic, intel- 
lectual, or spiritual sense. Specifically, their difficulties 
stem from the quality of their genes and the amount 
of adaptability to their environment. Many organisms, 
by heredity, predisposition, or congenital malformation, 
are destined to organic inferiority or constitutional in- 
adequacy through no fault of their own. This can 
mean but does not need-to mean, as exemplified by the 
case of Helen Keller, that the individual is irreparably 
handicapped. 

Those with allergic, epileptic, diabetic, arterioscler- 
otic, arthritic, or cumulative cardiac diatheses certainly 
are conditioned to some extent by their afflictions. The 
action and reaction of which the aging find themselves 
capable are the determining factors of their retirement, 
that is, whether it is to be graceful or otherwise. 

Diatheses may be chronically disabling, and, of 
course, so are the complications in old age when the 
residuals of the exanthemas and brain-damaging infec- 
tions of childhood and youth, the risks of birth injury, 
and the hazards of ordinary living plus the ravages of 
three wars within a lifetime express themselves as 
paralysis, atrophy, ulceration, gangrene, and amputa- 
tion. All can be secondary to vascular diseases, and, 
needless to say, to little strokes, big strokes, and the 
failure of the potent powers. 

GROUP IV 


This paper is concerned primarily with the mem- 
bers of this category, many of whom in 1900, when the 
average span of life was 47 years, would have died at 
60, but who now live until 80. Their intervening 20 
years are uncertain as to health, often being plagued by 
the illnesses of decay and the accompanying emotional 
impact in many whose bodies wear out before their 
minds. Also included in this group are the considerable 
number whose minds fail before their bodies, and the 
result is that families and social-agencies are confronted 
with the tragedy of “uncontrol’”—double incontinence, 
gross deviations in behavior, or total vegetative invalid- 
ism. The toll in consternation and socioeconomic loss 
is staggering. 

From evidence to date it seems apparent that those 
who had long-lived ancestors (especially parents) by 
nature live long lives. Some live them successfully 
and gracefully ; they live well, and they wear the mantle 
of old age fittingly with a stalwart faith and gentle 
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philosophy. And some old rascals just live on and on. 

The experience of many living beyond the span of 
their progenitors is characterized by financial subsidy, 
family backing, medical pump priming, artificial res- 
piration, multiple transfusions, and the nursing care of 
indeterminate duration which tends’a growing number 
of vegetative organisms in rest homes and sanatoriums 
in every community which has the courage and com- 
mon decency to care for their own aged. I emphasize 
this because it has been my sad and costly experience 
that some communities still operate on the premise that 
their old folks should be taken care of elsewhere. 

In the state of California, according to the Direc- 
tor of Public Welfare,’ every month 3,500 people attain 
the age of 65 years. It is estimated that 4 per cent of 
the population over 65 will use boarding and nursing 
care facilities at any given time. This group forms 9.1 
per cent of the total population of Los Angeles County. 
On the basis of this figure, it is estimated that in 1950 
there were 377,445 persons over 65 years of age in the 
county; in 1955 there are 450,450; in 1960 there will 
be 529,000 and in 1965, 596,050. From the practical 
standpoint, if insufficient land or no land is available in 
multiple residertial zones for institutions which serve 
the aging, municipalities should recognize the necessity 
of such institutions to the community, a need com- 
parable to that for churches and schools, and provide 
for their installation, with appropriate limitations, in 
zones which do not usually permit such installations. 

The validity for this philosophy lies in the fact 
that in 1940 the population of the United States was 
134 million, it is now 160 million, and in 10 years it is 
expected to be 190 million. 

Through 30 years of contact with the Los Angeles 

County Osteopathic Hospital and 20 years of contact 
with the Superior Court I have seen many patients and 
many defendants and have been privileged to know 
many of the leading authorities in the professions. The 
Honorable Charles H. Fricke,? Judge, Department 43, 
Superior Court, Los Angeles County, when asked what, 
in his long experience, he recognized as conditions pe- 
culiar to the aged, replied that the first is the old man’s 
disease, child molestation; the second is the old wom- 
an’s disease, crabbiness ; and the third is the disease of 
the aged, errors of judgment and, hence, errors in acts 
based on the senile responses to a set of facts. Despite 
their intelligence, those people are unable to exercise 
proper care and caution. Their bodies may be vigorous 
(and often are) but the insufficiency of their minds 
and the decay of their faculties brand them grossly as 
incompetents. They are unable to care adequately for 
the physical needs of their persons and/or to manage 
their business affairs; therefore, they are, when so 
judged, legally incompetent. 
. .. with wry thanks to the life expectancy tables we have only 
to step into the reception room of any physician and certainly 
of any neurologist to be astounded by the enormous increase in 
the geriatric degenerations which beset our elders who are now 
en masse living so much longer . . . and merely because they 
do live longer they are the abject recipients of tissue decay and 
degenerative changes which our present ways of living have 
not as yet been able to circumvent.* 

In this connection I agree with Cairns* who so 
sagely and kindly said that patients need more from the 
physician than diagnosis and therapeutic efficiency ; 
they come not to be cured but to be relieved of their 
pains and other symptoms and to be comforted. Be- 
cause of this belief, I have been cooperating for the 
past 2 months with Dr. R. J. Patek on a clinical project 
at the San Marino Sanatorium. The project is sus- 
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tained by the Bilhuber-Knoll Corporation. The pre- 
liminary report of the project follows. 

The purpose of the study was threefold: (1) To 
give an unselected group of aged patients with mild 
mental symptoms the opportunity to benefit from a 
pharmaceutical, Metrazol, which, in the hands of others, 
has had excellent results. (2) To determine the mean 
response in a representative sample of patients living 
in the institutional atmosphere of a sanatorium. (3) 
To continue therapy so long as benefit accrued to the 
patient. 

There were thirty-five patients in the group, 29 
women and 6 men. Metrazol, 1% grains, was given in 
gradually ascending dosage. One tablet was given twice 
a day for 4 weeks, 1 tablet three times a day for 1 
week, 1 tablet four times a day for 3 weeks, 2 tablets 
three times a day for 1 week, and 2 tablets four times 
a day for 1 week. 

The results so far have indicated that those who 
have improved have shown greater physical energy 
and activity than before ; there has been greater neuro- 
logic coordination ; walking and all components of mo- 
tion have shown better reciprocal action. Cooperation 
w.th the nursing personnel has been noticeably spon- 
taneous. Patients have stopped complaining, and they 
are happier at seeing their families. 

In the first 4 weeks 2 women became hyperactive 
and excitable and were more uncooperative than before 
the pilot project was started. One man became bel- 
ligerent and combative. Two men were outstandingly 
improved in every way. During the fifth week medica- 
tion was withheld from the 2 agitated female patients. 
From the sixth to the ninth weeks 1 woman improved 
so much in regard to activity, cooperation, and outgoing 
concern for her environment that she made beds on the 
ward and helped other patients. One woman became 
too agitated on 4 tablets of Metrazol a day but on a 
dosage of 3 tablets daily she is calm. So far, in the 
ninth and tenth weeks, no major change in deport- 
ment has been detected, but the medication will be con- 
tinued in increasing amounts to achieve the maximum 
maintenance benefit. In a few cases in this series re- 
sults have been very encouraging, particularly to the 
nurses and the families. 

Side-effects were not apparent except that in about 
a third of the patients blood pressure readings were 
elevated by 30 to 50 mm. Pulse rate did not vary ten 
beats from the patient’s norm. 

An outstanding example of improvement was in 
a catatonic schizophrenic who had been in many institu- 
tions over a period of 20 years and a resident of the 
San Marino Sanatorium for 3 years. Two years pre- 
viov'sly this man, who has always been encouraged to 
garden, stood in one spot for 5 hours while Dr. Patek 
planted a lawn around him. One foot was advanced, 
and both arms held a newspaper over his head. He con- 
tinued his catatonic poses until the third week of Metra- 
zol therapy. Since then he has shown much more in- 
terest in his surroundings and he has transplanted 
seven trees, has cultivated the garden, and is no longer 
under “grounds restraint.” Such results in even one 
case are worth all the effort expended. Some patients 
have shown little response, but others give indication 
of improvement, although to what extent it is too early 
to say. 


In addition to institutional treatment in old age, 
it is my opfnion that certain prophylactic measures 
should be taken. 

In fact, I believe . . . that any health insurance plan must 
apply the already known chemical, biological and structural 
principles as a mandatory clause in the insurance policy of the 
individual. We have “reduced premiums” for proven “safe 
drivers.” Industry already takes a dim view toward the em- 
ployment of those who are “accident prone,” thereby encourag- 
ing everyone to be more careful instead of being so careless, 
We have legally accepted tests of the alcoholic content of the 
blood in traffic cases. . . . Just so, there will come a time when 
the public who pays the bill for the care of the aged and af- 
flicted will rightfully demand that health insurance premiums 
or latitude of coverage will take into account the blood chemical 
and spinal structural examinations of the prospective insured. 
Otherwise the “care-less” and the “care-nots” will continue to 
present staggering health bills to the nation because of their 
own total disregard of facts which are already researched and 
widely publicized. .. . And the medical professions will continue 
as scapegoats for the sharpshooting of the unfair, the unscrup- 
ulous and the uninformed.’ 


CONCLUSIONS 


In conclusion I should like to suggest the following 
positive steps be taken to meet the needs of the aging. 

1. The Ten Commandments are living, and they 
must live in us and we must teach them and live in 
them. 

2. The science of eugenics is basic to good breed- 
ing. Its known laws and proved results should be 
taught in every school and should be applied in every 
home. 

3. Good breeding predisposes to, but does not in- 
sure, good manners. Good feelings must combine with 
the Golden Rule. There are good manners at various 
diplomatic conferences, but unless they cloak good feel- 
ing they are fruitless. Sincerity and the use of good 
manners should be taught as the three R’s are taught. 

4. Continuing efforts should be directed to the re- 
duction of carelessness in the home, in the diet, in rec- 
reation and sports, in the dry forests, in industry, in 
traffic, and in interpersonal relationships. 

5. New economic technics and methods of treat- 
ment must be constantly studied by the family physi- 
cian and the specialist so that the public may have the 
best and the latest in therapy. 

6. Socioeconomic attention and practical forward- 
looking civic planning are essentials to better commu- 
nity living; this should include proper institutional 
nursing care in the community where the aging patient 
lives, not too far from familiar scenes and family and 
friends. 

7. A study of the Irish and Swedish health insur- 
ance programs is recommended. 

8. The osteopathic profession should continue to 
seek means whereby it can work in cooperation with 
health agencies and health insurance programs to in- 
clude in the reduced premium classification those who 
are “safe livers.” We should extend the principles 
arid benefits of safe driving to safe living. Men and 
women who know their atherogenic index, for instance, 
and who know that spinal structural tensions reflect 
and affect their comfort or their discomfort and who 
practice safe living as a result of that knowledge will 
benefit thereby. 


649 S. Olive St. 
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That television must have an overwhelming influ- 
ence on children, be it favorable or unfavorable, is 
shown by startling statistics dealing with the amount of 
time children spent in viewing television. It was pointed 
out in an editorial on this subject that children between 
5 and 6 years of age average 4 or more hours a day 
watching TV. Those in the 7- to 17-year age group 
average 3 hours Another survey,” more com- 
posite in nature, found that children below the teen-age 
groups average 3 hours and 7 minutes of each day be- 
fore their TV sets, while the teen-agers spend 2 hours 
and 33 minutes of their day viewing television. A more 
recent report? emphasized the amount of time spent by 
the family unit in front of their set. This writer point- 
ed out that in families where there were children under 
6 years of age the average amount of time spent watch- 
ing television was 42 hours per week or 6 hours per 
day. 

When a critical study of program content is re- 
viewed, one wonders how favorable an influence this 
mass medium, which takes so much of children’s time, 
can be. When 1 week of television programming was 
monitored in New York, it was found that there were 
3,421 acts and threats of bloodshed, and 36.6 of these 
took place each hour on shows specifically designed for 
and directed to children. In San Francisco a group of 
alarmed parents recorded their observations.’ They 
saw on programs prepared for their children, 13 mur- 
ders and assorted killings, 4 sluggings, 6 kidnappings, 5 
holdups, 3 explosions, 3 instances of blackmail and ex- 
tortion, 3 thefts, 2 armed robberies, 2 cases of arson, 
1 lynching, 1 torture scene, and a miscarriage. One 
mother clocked 104 gunshots during a half-hour serial ; 
another found sudden death shudderingly described 14 
times in 20 minutes. Their conclusions were: 

The gun, the gat, the rod, the six-shooter is the prime moti- 
vator of most children’s TV programs. Life . . . is cheaper 
than a cigarette butt in a gutter. Not one episode, not one 
character, not one emotion did we see evoked that the children 
might emulate to their gain. 

Judging from the number of television antennas, 
there are few families left who do not own or at least 
rent television sets. This does not account for those 
sets with inside antennas. As a matter of fact, I would 
say that the situation has become such that there is a 
certain amount of snob appeal in not owning a televi- 
sion set. 

These statistics certainly indicate that this medium 
of mass communication exerts a potent and time-con- 
suming influence on both the younger generation and 
adult members of the family. For proper per- 
spective then, we must consider the entire family or- 
ganization in its relation to the child if we are to under- 
stand the total effect of this medium on the child. 

Our culture has as its basic unit the family organi- 
zation, as opposed to a communal plan. We are sep- 
arated into little groups of parents and children who 
first identify with each other and then to others outside 
of the family orbit. Children gain their earliest emo- 
tional and learning experiences from their parents. 


*Presented at the annual meeting of the American College of Neuro- 
psychiatrists, Los Angeles, July 16, 1955. 


Los Angeles 


Their initial security or lack of it that stems from this 
association certainly plays a major role in the synthesis 
of their adult personalities. 

There is no question that a successful childhood 
experience must stem from the parent and the child 
actively relating to each other both emotionally and 
operationally ; teaching examples on the part of the 
parent and emulation on the part of the child must, of 
course, be in balance. The essence of this is time spent 
together, time in which the child is seen and is heard, 
time in which the child is given status by being included 
in adult activity. This of course can only be done in 
the leisure hours. It is usually only after the evening 
meal that the entire family can be together for a short 
while before the children go to bed. During this all too 
short period, the father at least must learn to know and 
play with his children. He must give his little boy 
strength and live up to the high standards set for fathers. 
He must answer questions, tell stories, and give ex- 
planations. He must have the love of the Lord and the 
patience of Job. One thing is sure: No father can do 
all this, or be all this, and watch television at the same 
time. 

There is no doubt that TV brings families closer 
together in the sense that they spend more time in each 
other’s presence. However, in a qualitative sense, this 
time spent together is practically devoid of any con- 
structive psychologic value. In a survey of 322 fam- 
ilies it was found that in 58 per cent there was no or 
very little interpersonal communication while watching 
a program ; there was no conversation except at certain 
specified times such as program breaks in 20 per cent; 
and only 11 per cent claimed that they talked frequent- 
ly or usually. Eighty-four per cent of the television 
sets were kept in the living room, and these rooms were 
kept in semidarkness while the set was on. It was 
further shown that nearly all kept their sets on some- 
time after the evening meal each day. They admitted 
that reading, conversation, and play were at a minimum 
in the living room during the evening. 

The social intercourse inherent in mealtimes also 
has given way to television. To avoid the conflict be- 
tween eating and program schedules, one-sixth of the 
mothers interviewed® fed their children in front of the 
TV sets and half of the mothers occasionally did. They 
felt that certain problems such as getting the children 
to bed on time were intensified but from an over-all 
point of view 54 per cent stated that TV was a solver 
rather than a creator of problems. They commented 
that TV kept the children much quieter. There was 
less roughhousing and bothering of the parents with 
questions. This came as a welcome relief. One mother 
commented “It’s much easier, it’s just like putting him 
to sleep.” Many mothers stated that compliance with 
parental wishes was easier to obtain if they used TV 
privileges as a reward or their denial as a form of 
punishment. This type of bribery, however, is a poor 
substitute for reason and respect in eliciting compli- 
ance. 

The broader sociologic picture in this respect is 
fairly well rounded out in a larger survey of 800 TV- 
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owning families who were compared with a control 
group of nonowners.’ It was found that the families 
with more children were more likely to own sets and 
were frequently visited by neighborhood children whose 
families did not own sets. This would seem to indicate 
that the children’s demand to see television is an impor- 
tant factor in set consumption. Families with TV sets 
disclosed that they were visiting less while non-TV 
owners reported that they were visiting more. The TV 
owners were participating less in sports, reading, and 
community activities than were the non-TV people. 
The writers concluded that families owning television 
sets are, during the evening hours, changing from a 
social group characterized by conversation to an audi- 
ence sitting in semidarkness and silently gazing at their 
commercially sponsored entertainment. 

With this trend, one can only conjecture, as might 
H. G. Wells, on the metamorphosis of the television 
viewer. He is flatly planted on a bulbous bottom, 
minus arms and legs, with great saucer eyes and ele- 
phantine ears, hopelessly captured as a satellite of the 
television master, sans judgment, will, and initiative. 

No matter what effect the subject matter per se 
may have on the child, he is at an initial disadvantage 
when he is deprived of active family associations. And 
this certainly seems to be the case in the present televi- 
sion age. 

Let us judge the effects of this medium that robs 
our children of the major portion of their leisure time. 
We must ascertain whether it is good or bad for them 
in its present form. We must ask ourselves what good 
television is. It is our responsibility as physicians and 
parents to think about and establish criteria for good 
television. 

First, | think good television should be fun for 
children. It should offer plausible material that they 
can relate to in real life situations. Furthermore, this 
material must be such that destructive and aggressive 
fantasy experiences already present are not heightened 
and made more acute. Good television should strive to 
increase a child’s knowledge. The benefits derived from 
visual education as a teaching method are well known. 
The medium might also present a good opportunity for 
the child to express the emotions of love and hate, am- 
bition, and the wish for accomplishment that are too 
often repressed because of his position of weakness 
and helplessness in an adult-controlled world. He might 
witness the reenactment and relive in a more emo- 
tionally profitable manner past traumatic experiences 
in which he was forced to play a passive role. 

For the astute parent, the television screen may 
serve the same purpose, in a more limited way, as the 
play therapy room. By observing the child’s reaction 
to specific TV situations much can be learned about the 
child’s psychologic make-up. Provocative television 
might be used to catalyze family interaction by provid- 
ing a common vehicle for every opinion. In this way 
the child receives status in his family group. Televi- 
sion should educate the older child in social problems 
in a manner more easily understood by him. Children 
in other cultures could be brought within his ken. The 
child’s need for identification might be well served by 
the presentation of a believable hero with an admirable 
realistic set of values. And finally, his esthetic appre- 
ciation could be developed with the presentation of 

carefully prepared material. 

Turning from these optimal considerations to the 
stark realities of the existing situation, television’s ef- 
fect on children can be evaluated along the following 
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three broad lines: First, the time that is taken from 
other leisure activities to watch this medium; second, 
its content and the psychologic effect of that content; 
and finally, its form of presentation from an esthetic 
point of view. 

Let me repeat, for their shock value, the statistics 
that were given above.’ Children between the ages of 
5 and 6 years watch television on an average of 4+ or 
more hours per day; those between the ages of 7 and 
17. average 3 hours per day. This time, of course, js 
taken for the most part from their playtime activities. 
Since the lifetime pattern of leisure activity is molded 
in childhood and since the nature of this activity is 
important in emotional development, I feel that the un- 
balanced invasion of this passive pursuit is injurious to 
the child’s welfare. Even if the TV content were com- 
pletely worth while it should still be a small part of, or 
an adjunct to, the child’s other experiences. 

Certainly play is an important function for the 
growing child. Through play he practices many sensory 
discriminations and elements of motor, verbal, and so- 
cial skills which form a foundation for his pattern of 
behavior in later life. The chances are that certain 
basic functions are considerably overlearned in child- 
hood, that is, they could be learned accurately with con- 
siderably less practice than they normally receive. If 
this is the case, no serious results may be predicted if 
the amount of practice a child gets in these skills is 
reduced. But there may be skills which are not over- 
learned, in which case a reduction in the amount of 
time a child spends practicing them will interfere with 
their acquisition. It has also been shown by the Maccoby 
survey® that the amount of interactive social content a 
child has while watching television, even though he is 
in the midst of a group, is at a minimum. This, too, 

adds to future social deficit. 

As to content, it would be well to quote the fourth 
annual report on children’s radio and television pro- 
grams published by the National Association for Better 
Radio and Television.® 

This year, more than at any time in the-past, this commit- 
tee is dismayed over the volume of crime and the degree of 
violence which dominates television programs for children. Pro- 
grams which use crime as their basic story theme have always 
dominated children’s TV programs, but at first these crime 
programs were mostly inherited from the theatrical film indus- 
try. Today, crime programs for children are being produced 
specifically for television in a volume approximately four times 
greater than in 1951. 

During the period of our 1954 survey, 29 children’s crime 
programs (20 different series) produced on film for TV were 
being televised each week by the 7 stations in Los Angeles. In 
1951 there were five such series; in 1952 there were nine; and in 
1953 there were 15. This crime programming is preserved on 
film for distribution and redistribution (many times) through- 
out the United States and other countries. Some of the films 
shown in 1951 are still appearing in this same city (Los An- 
geles) in 1954. 

This committee is alarmed by the acceptance of TV film 
producers, sponsors, and broadcasters of crime as a basic theme 
for children’s programming, in spite of protests from educators, 
religious leaders, mental and physical health experts, women's 
clubs, parent-teacher groups, and such organizations as the 
American Medical Association and the American Bar Associa- 
tion. Murder, torture, sadism, morbid suspense, and other fear 
and tension inducing elements are saturating children’s minds 
and physical senses to a degree never before experienced by any 
generation. Television more than any other medium is responsi- 
ble for this crime deluge. 

Most of this TV crime programming for children is made 
up of so-called “westerns,” which present not only large 
amounts of crime and brutality, but also a sordid distortion 
of the historical development of the Old West. 
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More money is spent for the production of one half-hour 
crime western than for the production of the entire 21 program 
periods classified as “excellent” by this committee. This fantastic 
20-to-1 production cost ratio is no doubt the prime cause of 
the generally lower audience ratings of the “better” programs. 
It also illustrates that the “crime does not pay” slogan used by 
the apologists for the children’s crime shows is used in reverse 
by many within the TV industry. Crime apparently does pay 
for the broadcasters, TV film producers, and sponsors who are 
responsible for these programs. . . . Crime is king in TV for 
children and the crown is being welded more firmly in place 
with each passing month. 

A more specific example of the crime and violence 
theme in children’s programming is offered by “River 
Patrol,” a television film for children. The opening 
scene takes place on a boat where one smuggler is 
strangling an accomplice with a nylon stocking. A man 
appears from the galley to throw a bread knife at ihe 
murderer as he is about to roll victim number one over- 
board. The knife misses by a hair; the “heavy” pulls 
out his yard-long blade and plunges it into the frus- 
trated assassin’s belly to the accompaniment of an 
agonizing scream. He then smacks a faithful accom- 
plice hard in the stomach just to let off excess energy. 
Before the villain is done in, he plots to toss Police 
Officer Robbey into the bay, engages in a crate-heaving, 
head-clouting struggle with the good young man, and at 
one point tramps down on his hand with his boot. Ro»- 
bey groans in a heart-rending close-up. He recovers 
sufficiently to rabbit punch the villain into unconscious- 
ness and so make law and order triumph once again, 
thereby satisfying the Morals Code. 

The tensions and anxieties produced in children 
by programs of this type are well delineated in a con- 
trolled study’® of the reaction of 120 boys and 80 girls, 
aged 6 to 16, to movie horrors and radio crimes re- 
ported in the pretelevision era. The findings apparently 
apply equally well to present-day television. A great 
majority showed increased nervousness, sleeping dis- 
turbances, and an increase in their fears. Over half 
were found to be nail biters, and it was found that 
crime horror and fear of kidnapping were uppermost in 
their minds. Up to the age of 12, common reactions 
included retiring to the mother’s bed for comfort and 
reassurance, screaming, pulling bed covers over the 
head, burying the head under the pillow, or diving 
under the covers, there to spend an uneasy night 
plagued by vivid recollections. 

Psychopathologic effects of tension which I have 
observed are anorexia with a consequent failure to gain 
weight ; frequent headache which probably stems from 
a combination of tension, eye strain, and a “television 
neck” syndrome; decreased concentration span with 
falling grades at school; enuresis; and finally the loss 
of voluntary bowel control. 

According to Ziferstein,'' the more obvious 
changes of fear, insomnia, and anorexia occur pre- 
dominantly in the 5- to 6-year age group. In older, 
well-adjusted children the changes are more subtle and 
take longer to develop. Their constant exposure to 
scenes of hostility and violence stimulates similar feel- 
ings within themselves. There is an increased guilt 
feeling which is coped with by way of undesirable 
character defenses. Those children with borderline 
psychotic tendencies might well be pushed into frank 
psychosis by the constant viewing of material at such 
an anxiety-laden level. 

The sadistic methods used by four psychotic teen- 
agers in New York City, in the recent torture murders 

of a number of vagrants were traced to a crime 
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comic book entitled ““Nights of Horror,” which Fred- 
erick Wertham’”? calls the “pornography of violence.” In 
addition, there is the occasional highly suggestible 
child who, although not psychotic, gets into trouble 
when acting out a television situation. Last year the 
newspapers reported a 12-year-old girl who died from 
accidental strangulation from hanging. A coroner’s 
jury, after hearing testimony, ruled that she died while 
imitating a scene that she had seen on television a 
short time before. No informed and responsible person 
will say that the roots of this present epidemic of 
violence are crime plays on television or the horror and 
crime comics and the gangster movies, but a number 
of informed and responsible people do say that their 
cumulative effects on the young minds may be an 
important factor. Certainly 100 boys could read “Nights 
of Horror” or uncanny tales and commit no acts of 
violence, but who is there to say that the one hundred 
and first, as sick as the teen-agers referred to above, 
might not be moved to violence ? 

The intensity with which youngsters glue them- 
selves to the TV screens and their unthinking and 
sometimes violent reactions to anything that might in- 
terrupt their narcosis are illustrated by this personal 
experience. I had occasion to make a house call at the 
home of a 5-year-old and unwittingly placed my bag 
on his television chair. While caring for his little sister 
my attention was rudely attracted by a crashing sound 
which represented my bag and its contents being scat- 
tered across the floor so that the 5-year-old could sit 
in his place and watch “Superman.” My protest 
brought no change in his expression. His face was 
fixed. He was completely unmoved by the threat of 
the consequences of his act and just mumbled that he 
had to watch “Superman.” During the remainder of 
the program his thumb never left his mouth, and his 
other hand never left his genitalia. 

This type of unrelenting compulsive activity would 
seem to fulfill the criteria for a bona-fide addiction. 
First, TV furnishes everything, requiring no effort of 
imagination and allowing complete indulgence wherein 
the viewer does not have to move out of his chair. 
The stage is set for an easy, almost always available, 
escape from reality wherein the child attempts to find 
an easy solution to problems that seem insoluble in real 
life. He seeks the love and attention that he sometimes 
does not receive from the adult world. Television 
promises the gratification of these needs but does not 
fulfill these promises ; hence he must go back for more. 
He goes back to an ever heightening level of excite- 
ment and organizes much of his learned activity at that 
particular level. If the level of excitement declines, he 
becomes restless, bored, and ill at ease until he does 
something to restore the particular tension around 
which his behavior has been organized. This to some 
degree is analogous to the motivation and behavior 
of the person addicted to alcohol or drugs. With this 
situation existing, the addicted child’s parents or 
teachers can stimulate the child’s interest only by mak- 
ing what they want to present to him as exciting as 
the stories he is accustomed to seeing on TV. 

It is not within the scope of this paper to review 
all the plot situations and their ramifications in the 
crime and horror series, but certain conclusions can be 

reached. First, they present anti-interpersonal relation 
values when scenes such as wives killing husbands for 
insurance money are the story lines. Men in constant 
conflict with each other tend to foist on the child an 
anticooperative value. Anticultural values are promoted 
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because the number of mad scientists intent on de- 
stroying the earth far outnumber presentations of 
popular science education programs. Antidemocratic 
tendencies are furthered when TV heroes frequently 
work outside the law to bring the villain to justice. 

In fairness to the industry, it must be made clear 
that programming for children is not bad in its entirety. 
The National Association for Better Radio and Tele- 
vision® lists 14 television shows as excellent, 6 as good, 
3 as fair, 2 as poor, 21 as objectionable, and 5 as most 
objectionable. But while the ratio of good to bad shows 
is 20 to 31, we must remember that many adult crime 
shows are telecast during the hours when there are 
known to be a large number of young viewers. 

The form of presentation has to do with the quality 
of the sets, the caliber of the acting and direction, the 
effect of the lighting, and many other technical consid- 
erations. Short of the extravaganzas that originate 
from New York and Hollywood, the usual technic 
used is a step backward when compared to other mass 
media. This probably is due to the comparatively 
short time that is given to any one show. The budgets 
must be small if the show is to offer a return on its 
investment, and consequently the form suffers. Re- 
peated exposure to programs of this quality must have 
a deadening effect on the esthetic sensibilities of the 
audience. 

It certainly isn’t necessary to look very far to 
understand why this wonderful medium is not being 
used more advantageously. TV is primarily a commer- 
cial venture rather than an attempt to determine and 
fulfill children’s needs. It is reduced to the simplest 
of economics: the greatest Hooper rating at the small- 
est cost. It is easier for the local station manager to 
offer his advertisers a perennially popular western, 
which he has obtained at a reasonable rental, than to 
lay out cash to produce uncertain moneymakers which 
have been designed and created for children by people 
who are qualified in this respect. 

For sharp contrast, let us briefly examine the tele- 
vision programs that are directed to the children of 
England by the British Broadcasting Corporation. In 
testimony before the Senate Subcommittee to Investi- 
gate Juvenile Delinquency, Miss Enid Love,}*Assistant 
Director of the School Broadcasting and Telecasting 
Division of the BBC, presented an exciting and in- 
spiring picture of the television setup for children in 
England. She first pointed out that while the BBC 
is owned and subsidized by the United Kingdom, it has 
never in peacetime been subject to government control 
or censorship on program matters. It functions with 
a high sense of social responsibility and has as its 
primary aim the emphasis of a proper emotional expe- 
rience, so that not only will children be trained to 
think clearly, but so that they will also be taught to 
feel justly. Suffice it to say, programs are planned and 


Journal A.O, 
Vol. 55, uA 


presented by a team of educators, psychologists, and 
other experts from all spheres of life who are familiar 
with the needs of children. These planners are in con- 
stant touch with a team of roving educators who moni- 
tor the programs throughout the land, evaluating their 
effect after observation and interviews with children, 
parents, and teachers. 

Efforts to correct the appalling situation in this 
country should be threefold. First, the time children 
spend watching TV must be limited so that it becomes 
a proportionate part of their leisure-time activity. Next 
they should be protected against unhealthy content, 
and, finally, there should be a loud cry for better pro- 
grams. 


For the 5- and 6-year-olds the time and content 
can arbitrarily be limited. The need for acceptance 
and better understanding that older children vainly 
seek from this medium should be provided for in the 
home. In other words, mothers and fathers must 
attempt to be better parents. They can counter the 
passivity inherent in watching TV by purposeful waich- 
ing of a program with the child and then actively 
discussing it with him. This can be a family function 
wherein the child’s opinion is to be heard and respected. 
Discriminating program selection is made possible by 
joining organizations such as the National Association 
for Better Radio and Television which periodically 
monitors children’s programs and publishes its opin- 
ions. The very young child should be in the company 
of a parent as much as possible when watching TV so 
that frightening scenes can be avoided or at least ex- 
plained. If the parent expects his child to watch worth- 
while programs he must set an example by his own 
discriminating viewing. 

And finally, parents must fight for better pro- 
grams. The importance of an audience communicating 
its feelings to those who occupy the stage in TV cannot 
be overestimated. Letters from viewers are TV’s only 
true link with the outside world. The studios are filled 
with servile groups of yes men who applaud on cue. 
Without the stimulus and discipline of the real audience 
at home, television can only become increasingly intro- 
verted and an easy mark for the soothing voices of 
mediocrity that abound in “videoland.” 

Certain group efforts should be made. Groups of 
parents in the community should meet periodically for 
critical discussions of current TV programs. Guest 
speakers who are oriented in child psychology or who 
are from the creative fields should be obtained; and 
finally, if need be, parent-cousumer pressure might be 
applied for the attainment of proper ends. 

With such group efforts this great medium can 
be made what it should be, not only for children, but 
for everyone. 


1449 N. Gardner St. 
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*“Probably no other office blood pressure 


in the adult gives as high a percentage of positive diagnostic information. a e8 ; 


di. La. St, Med. Soc., 106:356, Sept. “54. 
‘itis now a simple matter to prepare patients for proctoscopic or ae 
examination during an office visit. The Fi¢et Enema Disposable Unit is superior in 
cleansing effect to a tap water or saline enema of one or two pints and less 
irritating than a soap suds enema. Thorough left. colon catharsis, with minimal 
discomfort to the patient, is usually a matter of only four or five minutes. ‘e 
Each 412 fl. oz. disposable “squeeze bottle” contains, per 100 cc., 16 gm. 
sodium biphosphate and 6 gm. sodium phosphate . enema. of 
Phospho-Soda (Fleet) . .. gentle, prompt, thorough. 
"Phospho-Soda”, “Fleet” and “Fleet Enema” 8. et Co, 


©. B. FLEET CO., INC.- LYNCHBURG, VA. 
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NEW 2nd (1955) EDITION 


Goldberger 


ovember, i955 


Heart Disease 


Its Diagnosis and Treatment 
By EMANUEL GOLDBERGER, M.D., F.A.C.P. 


Associate Ateetinn Physician, Montefiore Hospital, New York; Cardiologist and Attending Physician, 


New 2nd Edition. This book is, in every respect, an 
authoritative, well-rounded clinical work. Stress is 
on bedside diagnosis and treatment of heart disease 
and related conditions in both children and adults. 
Dr. Goldberger never loses sight of the fact that in 
the majority of cases of heart disease, a diagnosis 
can be made by such simple procedures as inspec- 
tion, palpation, percussion, auscultation, fluoroscopy 
and electrocardiography. For this edition, the text 
has been enlarged by 130 pages to include the many 
advances in recent years. 


New 2nd Edition. 781 Pages. 


Washington Square 


incoln Hospital, New York; Lecturer in Medicine, Columbia University 


298 Illustrations on 107 Figures. 


LEA & FEBIGER 


Some of the many changes and additions include 
illustrated chapters on ballistocardiography and 
ballistocardiographic patterns; expanded section on 
congenital heart disease; rewritten consideration of 
cor pulmonale, with emphasis on treatment; en- 
larged chapter on heart failure, with the newer 
treatments; new chapter on the kidney and heart 
disease. The section on subacute bacterial endo- 
carditis includes use of the newer antibiotics; the 
chapter on hypertension discusses the new drugs and 
blocking agents. There are many other features. 


5 Tables. $12.50 


Philadelphia 6, Pa. 


when wintertime 


becomes symptomtime 


A [DORSEY| preparation. 


for prompt relief of rhinorrhea, headache, backache and 
other symptoms associated with the common cold... 
Multihist+APC provides the beneficial effects of 3 anti- 
histamines, and the analgesic-antipyretic effects of APC. Caffeine 


Smith-Dorsey * Lincoln, Nebraska * A Division of The Wander Co. 


Three effective antihistamines instead of 
one mean less chance of side effects. 


Each capsule contains: 


Pyrilamine maleate 
Prophenpyridamine maleate 
Phenyltoloxamine 

Gihydrogen Citrate 
Aspirin 
Phenacetin 


Dosage: During the first day of cold, 2 
capsules initially, followed by 1 capsule 
at 4-hour intervals. Thereafter, 1 capsule 
four times daily for 2 days. 


Supplied: Bottles of 100, 500 and 1,000 
capsules. 


MULTIHIST: 
5 mg. 
5 mg. 
| | 
gr. 
gr. 
gr. 
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Often a marginal or substandard response 
to nutritional therapy can be due to the 


formula’s lack of important minerals. 


In fact, the minerals “are recognized as 
performing functions of major impor- 
tance,’’! and, as McLester points out, 
“serve as necessary components of en- 


zyme systems.’’? 


To make sure your patients get the extra 
protection of both vitamins and minerals, 
prescribe VITERRA: 11 important min- 
erals and 10 vitamins in every capsule. 


Chicago 11, Illinois 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 


VITE RRA 


each VITERRA® capsule contains: 


MINERALS 
Calcium (from Dicalcium . 
Cobalt (from Cobaltous Sulfate). . 
Copper (from Cupric Sulfate). . ees 
lodine (from Potassium lodide). . eee 
Iron (from Ferrous Sulfate). . Te 
(from Manganous Sulfate). . 
aaeiieen (from Magnesium Sulfate).......... 6 mg. 
bdenum (from Sodium Molybdate). .. 0.2 mg. 
pene (from Dicalcium Phosphate). ... 165 mg. 
Zinc (from Zinc Sulfate). . 
VITAMINS 


Vitamin A (Palmitate). . 


Thiamine Hydrochloride U.S.P.. 
Riboflavin U.S.P... 
Pyridoxine H drochloride v. P.. 
Niacinamide U.S.P.. 
Ascorbic Acid U.S.P.. 
Calcium Pantothenate. . 
Mixed Tocopherols 
(equivalent to 2.3 Int. Units 
Vitamin E Activity). . 5 mg. 


In bottles of 30 and 100 ‘soft, ‘soluble ‘capsules. 


When nae potencies are indi- 

cated, specify 

VITERRA® THERAPEUTIC. 

1. Food and Nutr. News, vol. 25, p. 3 (1954). 

2. McLester, J. S. and Darby, W. J.: Nutrition and 
diet in health and disease. W. B. Saunders 

Company, Philadelphia, 1952. p. 107. 
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BETTER TOLERATED with salicylamide, the 
preferred salicylate in rheumatic diseases, acting synergistically 
with para-aminobenzoate to maintain desired salicylate blood 
levels with approximately half the usual dosages. In continued 
usage, the merits of salicylamide in the formula assert them. 
selves: (1) absorption is almost entirely in non-irritating unby- 
drolized form; (2) salicylate yield is 12 percent more than 
from sodium salicylate, 31 percent more than from aspirin. In 
addition, ARTAMIDE provides ascorbic acid as compensation 
for increased excretion of vitamin C in the presence of salicyl- 
ates, and organic iodine to stimulate resorptive processes. 
ARTAMIDE deals gently with your patients, effectively with pain. 


Sodium free, potassium free. 


Samples and literature on request Prothrombin time not 
prolonged by salicylamide. 


Yampole LABORATOR! | 


OFFICIAL AUTOMOBILE EMBLEM 


Design, consisting of green cross and gold let- 
tering on white background, is executed in 
best quality baked enamel on a heavy bronze 
convex shield. Washable and weatherproof. 


Fitted with steel bracket for attachment to 
license plate holder. 


Recognized by many local and state police 
departments. Supplied only to members of 
the American Osteopathic Association, 


American Osteopathic Association 


212 E. Ohio Street Chicago 11, Illinois 


RESULTS COUNT !...1: Superficial Fungous 
Infections especially DERMATOMYCOSIS PEDIS 


Cc Cc 
ot’ USE 


‘ Ointment and powder of ZINCUNDECATE 


Solution of UNDECYLENIC ACID 
T Pharmaceutical Division Cures average case in one to three weeks 
i WALLACE & TIERNAN PRODUCTS, INC., Belleville 9, N. J., U.S.A. 
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HENRY K. WAMPOLE & COMPANY, INC. « 
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FOR CONTROL OF ARTHRITIC 
AND RHEUMATIC PAIN... in, month ot! 


VIRTUALLY ELIMINATES GASTRIC IRRITATION... 
HIGHER BLOOD LEVELS WITH LOWER DOSAGES 


COMPOSITION: Each white, coated tablet 
contains Salicylamide 0.25 Gm.; Paba 0.25 Gm; ‘E 
Ascorbic Acid 20.0 Mg.; and Organidin® — a 
organically bonded iodine—10.0 Mg. 5 


DOSAGE: Two tablets three or four times daily. FS 
Dosage may be increased in acute rheumatic 
fever.  $hecific effects of COLCHI 


SUPPLIED: Bottles of 100 and 500. 


THIOS 


Brand of sulfamethylthiadiazole 


‘ 
safest, most effective sulfonamide 


Ayerst Laboratories * New York, N. Y. * Montreal, Canada 


with COLCHICINE 
Pr of choice in GOUT 


In es attacks of gout and for 
prophylaxis during chronic st 3 


vels with ARTAMIDE 


440 Fairmount Ave., Philadelphia 23, Pa. 


for urinary tract infections 


The high degree of solubility of ‘‘Thiosulfil"’ combined with 
its high bacteriostatic activity and low acetylation rate insure 
rapid and effective action with virtually no side effects. 
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Deca-Vi-Sol—the new, more comprehensive formula including vitamins Biz 
and Bs—permits even greater flexibility in specifying vitamins for infants 


and children. Like Poly-Vi-Sol and Tri-Vi-Sol... 


Deca-Vi-Sol is highly stable... refrigeration not required . . . potency 
assured... readily accepted ... exceptionally pleasant flavor... no 


unpleasant aftertaste... full dosage assured ... can be dropped directly 


into the baby’s mouth. 


\ For older children, specify Mulein, the good-tasting, orange-flavored 


vitamin liquid for teaspoon dosage. 


OPENING AN OFFICE 


Since 1860 A. S. Aloe Company has helped three gen- 
erations of physicians open their offices. Whether you 
plan to begin practice or re-equip an existing office, 
we can serve you. (1) A National Institution: We have 
13 shipping points throughout the nation and more than 
200 representatives. (2) Equipment Check Lists. Cover 
the cost of everything required to outfit your office, from 
hypodermic needles to X-ray machines. (3) Planning 
Service. Suggested room layouts scaled to size. (4) Tai- 
lored Payment Plan. There are no interest charges 
under our regular “new office” extended payment plan. 
(5) Location Service. Aloe representatives know of 
many attractive locations for beginning practice. 


Write or see your local representative for details. 


A. 8. Aloe Company AND SUBSIDIARIES 
1831 Olive St. ¢ St. Louis 3, Mo. 


LOS ANGELES SAN FRANCISCO 
MINNEAPOLIS KANSAS CITY 
NEW ORLEANS ATLANTA 


SEATTLE 
DALLAS 


WASHINGTON, Cc. 


YOUNG'S RECTAL DILATORS 


IN TREATING 


CONSTIPATION 


due to an abnormally tight or 
spastic sphincter muscle 
consider the advantages of 


Drugless Dilatation Therapy. 


4 sizes, Bakelite 
$6.25 children, $6.50 adults 


3 sizes, Flexible Rubber 
$6.50 infants 


Write today for literature and dispensing prices. 


F. E. YOUNG and COMPANY 
8057 Stony Island, Chicago 17, Ill. 
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Each 0.6 cc. 
supplies : 


RS 


a 


All are supplied in 15 cc., 30 cc. and economical 50 ce. bottles 
with the new Mead calibrated unbreakable plastic ‘Safti- 
Dropper.’ It will not break even if the baby bites it. 


MEAD JOHNSON & COMPANY « EVANSVILLE, INDIANA.U.S.A. 


[EAD + SYMBOL OF SERVICE TO THE PHYSICIAN 


Microfilm X-Rays, Records, Charts, etc. 


ONLY Micro X-Ray Recorder 
YOU fective relief in Asthma, Offers These Advantages 


ever Hay Fever and related bronch- 
used > ial affections. 


Prescribed by physicians throughout the world 


Two lens—give full 


L L | 184” or 10” x 12” coverage 


with diagnostic detail and 


’ FELSOL also relieves pain | density. Special panel 
and fever in Arthritis, Headache, switch — lightens darkened 
> and other painful conditions. or tine. 
The fast action and long duration of FELSOL | te 4400 X-Ray films per 
gives smooth and comforting relief. After a sin- | well — saves you time and 
gle therapeutic dose of antipyrine, Brodie and - 
Axelrod report, “Plasma levels declined slowly, money. Use of ” a 
measurable amounts of the drug persisting 24 lets you use special films to 
hrs.” (J. Pharm. & Exper. Ther. 98:97-104, 1950) suit your needs of sensi- AT THE . a PRICE 
Each oral powder contains: tivity or economy. 
Antipyrine ..... 0.869 gm. tod ¥ Only $1 121.25 
Iodopyrine. ... 0.0 
The Micro X-Ray Recorder will pay for 
a ti itself in space and filing cabinets saved 
Try this unique and superior product by writing for 
foce Professional Samples and For details WRITE FOR FREE LITERATURE 


American Felsol Co. « P. O. Box 395 * Lorain, Ohio 


Available at all Drug Stores MICRO X-RAY RECORDER 


1941 N. Western Avenue @ Chicago 47, Illinois | 
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CONTROLLED AIR-SUCTION WITH A 
“Whirlwind” 


AIR SUCTION PUMP 


A husky little giant that gives you all the air 
or vacuum you'll ever need. It’s quiet as a 
whisper, too, and can be used in your 
office or in a home or hospital without 
annoyance. Put it in a cabinet—on a 
table—on the floor. It’ll stay put with- 
out walking. Automatic oiling, liquid 
trap, filter, muffler, gauges, regulators, 
cut-off and switch are all standard 
equipment. % H.P. motor and 4-vane 
pump for 115V., 60 cy., A.C.....$69.50 


32 Oz. bottle in stainless 


$15.00 

Stand, with stainless steel top and 

shelf; drawer; swivel casters............................- $39.50 

609 COLLEGE STREET 9 CINCINNATI 2, OHIO 
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PYRIBENZAMINE CITRATE (30 mg. per 4 mi.) 


Relieves Congestion 


EPHEDRINE SULPHATE (10 mg. per 4 mi.) 


Relaxes Bronchioles 


AMRONIUM CHLORIDE (60 mg. per 4 mi.) 
Liqucties Mucus 


Also cvailable: Pyribenzamine Expectorant with 
Codeine and Ephedrine (above formula pius 8 mg. 
codeine phosphate per 4 mi.); exempt narcotic. 


PYRIE ENZAMINE® citrate (tripelennamine citrate CiBA) 


MEDICAL HORIZONS Monday PM. & 


PROFESSIONAL PRINTING COMPANY, ING,” 

NEW HYDE PARK, N, Y. 
Gentlemen: Please send free Histacount 
Bookkeeping samples and 
obligation on mypart. 


; 
g@ In just minutes, I get a complete financial picture of my practice ee 
See for yourself what a work-saver Histacount is 4 
mail the convenient coupon today . . . no obligation. 
AR 


for 


equanimity” 


Supplied: Tablets, 400 mg., bottles of 48. 
1. Selling, L.S.: J.A.M.A. 157:1594 
30) 1985. 


2. Borrus, J.C.: J.A.M.A. 157:1596 (April 


30) 1955. 
® 
Meprobamate Philadelphia, Pa. 
(2-methyl-2-n-propyl-1,3-propanediol dicarbamate ) 


new anti-anxiety factor with muscle-relaxing properties 
relieves tension 
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Conventions and 
Meetings 


Announcements 


American Osteopathic Association, 


Sixtieth Annual Convention, Hotel 
Statler, New York City, July 16-20, 
1956. Program Chairman, Myron 
C. Beal, 17 Vick Park A., Roches- 
ter 7, N. Y. 


Academy of Applied Osteopathy, an- 
nual meeting, Hotel Waldorf, New 
York City, July 20. Secretary, Mar- 
garet W. Barnes, Box 1345, Carmel, 
Calif. 

American College of Osteopathic Obste- 
tricians and Gynecologists, annual 
meeting, Neil House Hotel, Columbus, 
Ohio, February 6-9. Program Chair- 
man, Richard E. Eby, 1247 N. Park 
Ave., Pomona, Calif. Secretary, Har- 
old K. Morgan, 3268 W. 32nd Ave., 
Denver 11. 

American Osteopathic College of Proc- 
tology, annual meeting, Hotel Statler, 
Dallas, Tex., March 27. Secretary, 
John W. Orman, 1623 E. 15th St. 
Tulsa 14, Okla. 

American Osteopathic Society of Proc- 
tology, annual meeting, Hotel Statler, 
Dallas, Tex., March 28-30. Program 
Chairman, E. R. Horton, Jr., 214 E. 
DeWald St., Fort Wayne 5, Ind. Sec- 
retary, Carl S. Stillman, Jr., 3523 Fifth 
Ave., San Diego 3, Calif. 

British Columbia: See Northwest 
teopathic Convention. 

California, annual meeting, Mission Inn, 
Riverside, May 24-27. Program Chair- 
man, Milton Futterman, 2028 E. First 
St., Los Angeles 22. Executive Secre- 
tary, Mr. Thomas C. Schumacher, 1298 
Wilshire Blvd., Los Angeles. 

Colorado, Rocky Mountain Conference, 
Hotel Broadmoor, Colorado Springs, 
November 11-13. Annual meeting, Den- 
ver, May 5. Program Chairman for 
both meetings, A. E. Nichols, 1332 
Del Mar Parkway, Denver 8. Secre- 
tary, C. Robert Starks, 1459 Ogden 
St., Denver 18. 

Eastern Osteopathic Association, annual 
meeting, Hotel Statler, New York City, 
March 24-25. Program Chairman, 
Chester D. Losee, 212 Prospect St., 
Westfield, N.J. Secretary, Frank B. 
Tompkins, Baltimore Life Bldg., Balti- 
more 1, 

Florida, annual meeting, Fort Harrison 
Hotel, Clearwater, May 17-19. Pro- 
gram Chairman, Paul E. Wilson, 802 
FE. Ocklawaha Ave., Ocala. Secretary, 
Dominic Raffa, 5009 Central Ave., 
Tampa 3. 

Georgia, annual meeting, General Ogle- 
thorpe Hotel, Savannah, April 26-28. 
Program Chairman, Wade Holloway, 
309 Upchurch Bldg., Thomasville. Sec- 
retary, Walter B. Elliott, Jr., 702 
Mortgage Guarantee Bldg., Atlanta 3. 

Idaho: See Northwest Osteopathic Con- 
vention. 

Indiana, annual meeting, Notre Dame 

University and Morris Inn, South 

Bend, May 14-16. Program Chairman, 
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... Safest of the antirheumatic salicylate-paba combinations 


For these reasons: Salicylism does not 
occur, even with heavy daily require- 
ments. Low dosage levels produce 
high blood levels. Acetylsalicylic acid, 
the most effective of the salicylates, 
is well-tolerated. Pabirin is sodium- 
and potassium-free. It offsets salicylate 
depletion of vitamin C by providing a 
therapeutic amount of 300 mg. in the 


Pabirin is a preparation. 


Each capsule contains: 


Average dose: 2 to 3 capsules 3 or 4 times daily. 


A. F. Kull, South Bend Osteopathic 
Hospital, 118 S. William St., South 
Bend 2. Secretary, Arabelle Baker 
Wolf, 809-13 Odd Fellows Bldg., In- 
dianapolis 4. 

Iowa, annual meeting, Hotel Savery, Des 
Moines, May 20-22. Program Chair- 
man, Clive R. Ayers, Grant. Secretary, 
Mr. Herman A. Walter, 200 Walnut 
Bldg., Des Moines 9. 

Maine, midyear meeting, Eastland Hotel, 
Portland, December 2-3. Annual meet- 
ing, Samoset Hotel, Rockland, June 
14-16. Professional Education Chair- 
man, Richard Wallace, Hollis Center. 
Secretary, Roswell P. Bates, 72 Main 
St., Orono. 

Massachusetts, Hotel 


annual meeting, 


Acetylsalicylic acid 
Para-aminobenzoic acid ......... 5 er. 
Ascorbic acid 50 mg. 


Supplied: In bottles of 100, 500 and 1,000 capsules. 
Smith-Dorsey ¢ Lincoln, Nebraska ¢ A Division of The Wander Company 


average daily dose of six capsules. 
And highly effective . . . High blood 
levels are promptly reached and sus- 
tained due to the mutually potentiating 
action of acetylsalicylic acid and PABA 
plus the retarding effect of PABA on 
salicylate excretion. The rapidly disin- 
tegrating capsules provide for fast ab- 
sorption and prompt relief of pain. 


Pabirin’ 


Somerset, Boston, January 21-22. Pro- 
gram Chairman, Everett L. Pierce, 
Pleasant St., East Dennis. Executive 
Secretary, Mrs. Gladys M. Stockdale, 
524 California St., Newtonville. 

Minnesota, annual meeting, Minneapolis, 
May 3-5. Program Chairman, Con- 
stance Idtse, 47 S. Ninth St., Minne- 
apolis 2. Secretary, E. R. Komarek, 
301 Granite Exchange Bldg., St. Cloud. 

New Jersey, annual meeting, Essex 
House, Newark, March 10-11. Pro- 
gram Cochairmen, George W. Northup, 
104 S. Livingston Ave., Livingston, and 
Harry A. Sweeney, 25 S. Illinois Ave., 
Atlantic City. Executive Secretary, 
Mr. I. J. Tecker, 21 Hancock St., 
Riverside. 
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a new topical anesthetic for oral administration 


xXYLOCAIN E* 


(Brond of lidocaine*) 


VISCOUS asi 


the most effective anesthetic 


for the proximal parts of the digestive tract 


® Quick acting with prolonged effect 


dint 


and inti 


® High viscosity and low surface tension permit the 
anesthetic, Xylocaine Hydrochloride, to come into 


te contact with the mucous membranes 


diusted toa 


Safe... nonirritating . . . nonsensitizing. 


®@ Cherry flavored . . . pleasant and easy to take. 
® Xylocaine Viscous has proved valuable in the 
“dumping” syndrome, hiccup, pyloric spasm caused 
by peptic ulcer, stomatitis, pharyngitis, esophagitis, 
acute cardiospasm, pylorospasm in infants, 
severe vomiting of pregnancy, esophagoscopy, 
gastroscopy, gastric intubation and gastric lavage. 
® Contains 2% Xylocaine Hydrochloride in an aqueous solution 
istency with carboxymethylcellulose. 


Cherry flavored for palatability. 


Supplied: In bottles of 100 and 450 cc. 
Average Dosage: One 


d orally. 


bi. 


Additional information available upon request 


Astra Pharmaceutical Prod: 


Northwest Osteopathic Convention, Chi- 
nook Hotel, Yakima, Washington, June 
25-27. Program Chairman, Wilbert B. 
Saunders, 4730 University Way, Seat- 
tle 5. 

Ohio, annual meeting, Neil House, Co- 
lumbus, May 7-9. Program Chairman, 
George O. Hoover, 91 S. Main St., 
Oberlin. Executive Secretary, Mr. 
William S. Konold, 50 E. Broad St., 
Columbus 15. 

Oklahoma, annual meeting, Hotel Tulsa, 
Tulsa, November 8-10. Program Chair- 
man, Carl R. Samuels, S. Adair St., 
Box 44, Pryor. Executive Secretary, 
Mr. Walter L. Gray, 210-12 Braniff 
Bldg., Oklahoma City. 

Ontario, annual meeting, Royal Hotel, 


ts, Inc., Wi 6, Mass., U.S.A. 


*U.S. Potent No. 2,441,498 


Guelph, May 3-5. Secretary, A. V. De- 
Jardine, 205 Yonge St., Toronto 1. 


Oregon: See Northwest Osteopathic 
Convention. 

Rhode Island, annual meeting, Warwick 
Country Club, Warwick, March 7-8. 
Program Chairman, Richard Dowling, 
1039 Broad St., Providence 5. Secre- 
tary, J. Weston Abar, 824 Broad St., 
Providence 7. 

Rocky Mountain Conference: See Colo- 


rado. 
Texas, annual meeting, Baker Hotel, 
Dallas, April 22-28. Program Chair- 


man, Robert J. Brune, 1819 C. Brown- 
lee, Corpus Christi. Executive Secre- 
tary, Phil R. Russell, 512 Bailey St., 
Fort Worth 7. 
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Virginia, annual meeting, The Lodge, 
Williamsburg, May 25-26. Program 
Chairman, Vincent H. Ober, 407-1] 
Bankers Trust Bldg., Norfolk 10. Sec- 
retary, John A. Cifala, 2778 N. Wash- 
ington Blvd., Arlington. 

Washington, midyear meeting, Washing- 
ton Athletic Club, Seattle, December 
3-4. Program Chairman, Erskine H. 
Burton, 710 Jones Bldg., Tacoma 2. 
Secretary, Eugene E. LaCroix, 1747 S. 
Sheridan Ave., Tacoma 5. 

See also: Northwest Osteopathic Con- 
vention. 

West Virginia, annual meeting, Daniel 
Boone Hotel, Charleston, June 2-5. 
Program Chairman, Walter B. Goff, 
429 16th Street, Dunbar. Secretary, 
Guy E. Morris, 542 Empire Bank 
Bldg., Clarksburg. 

Wisconsin, annual meeting, Hotel \\jis- 
consin, Milwaukee, April 23-25. ro- 
gram Chairman, R. D. Walling, 709 
Oak St., Baraboo. Secretary, Edwin 
J. Elton, 1518 N. 70th St... Wauwa- 
tosa 13. 


State and National Boards 


ARIZONA 

Those interested in professional exami- 
nations should contact Russell Peterson, 
D.O., secretary, Osteopathic Board of 
Registration and Examination in Medi- 
cine and Surgery, 2747 East McDowell 
Road, Phoenix. 

Basic science examinations [December 
20 at the University of Arizona, Tucson. 
Applications must be filed 2 weeks prior 
to the examination. Address Herbert D. 
Rhodes, Ph.D., secretary, Basic Science 
Board, University of Arizona, Tucson. 


COLORADO 

Endorsement meeting January 10 at 
Denver. Applications must be filed by 
December 9. Address Mrs. Beulah H. 
Hudgens, executive secretary, Board of 
Medical Examiners, 831 Republic Blig., 
Denver 2. 

Basic science examinations Decem)er 
7-8 at the Y.M.C.A. Bldg., E. 16th Ave. 
and Lincoln St., Denver. Applications 
must be filed on or before November 23. 
Address Esther B. Starks, D.O., secre- 
tary, Basic Science Board, 1459 Ogiden 
St., Denver 18. 


CONNECTICUT 

Basic science examinations February 
11 in Room 23, Lampson Hall, Yale 
University, New Haven. Applications 
must be filed 2 weeks prior to examina- 
tion. Address Miss M. G. Reynolds, 
executive assistant, Board of Healing 
Arts, 52 Whitney Ave., New Haven 10. 
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DELAWARE 

Examinations January 10-12. Address 
Joseph S. McDaniel, M.D., secretary, 
Board of Medical Examiners, 229 S. 
State St., Dover. 


FLORIDA 

Professional examinations December 3- 
4 at the Seminole Hotel, Jacksonville. 
Applications must be filed by November 
18. Address W. S. Horn, D.O., secre- 
tary, Board of Osteopathic Medical Ex- 
aminers, 1500 Eighth Ave., Palmetto. 

Officers and members of the Board 
are: R. Philip Coker, Panama City, 
chairman; Louis J. Larmoyeux, Jackson- 
ville, vice chairman; W. S. Horn, Pal- 
metto, secretary-treasurer; Edmund P. 
Flynn, Tallahassee; C. Markel Becker, 
\Winter Haven; and E. J. Edelman, 
Miami. 

Dr. Coker has been appointed for a 
3-year term as well as Dr. Edelman who 
replaces James J. McCormick of Miami. 


ILLINOIS 
Examinations in January in Chicago. 
Address Mr. Frederic B. Selcke, Su- 
perintendent of Registration, Department 
of Registration and Education, State 
House, Springfield. 


IOWA 
Basic science examinations January 10 
at the Capitol Bldg., Des Moines. Ad- 
dress Ben H. Peterson, Ph.D., secretary, 
Board of Basic Science Examiners, Coe 
College, Cedar Rapids. 


MASSACHUSETTS 
Examinations January 10. Address 
Robert C. Cochrane, M.D., secretary, 
Board of Registration in Medicine, Room 
37, State House, Boston 33. 


MICHIGAN 
Basic science examinations in Febru- 
ary. Address Mrs. Anne Baker, secre- 
tary, Board of Examiners in the Basic 
Sciences, 116 Mason Bldg., Lansing. 


MINNESOTA 

Basic science examinations January 3- 
4 at the University of Minnesota, Min- 
neapolis. Applications must be filed by 
December 10. Address Raymond N. 
Bieter, M.D., secretary, Board of Ex- 
aminers in the Basic Sciences, 105 
Millard Hall, University of’ Minnesota, 
Minneapolis 14. 


NEBRASKA 
Basic science examinations January 10- 
11. Applications must be filed 15 days 
prior to examination. Address Mr. 
Husted K. Watson, Director, Bureau 
of Examining Boards, Department of 
Health, State Capitol Bldg., Lincoln 9. 


NEVADA 

Professional examinations January 27 
at 210 W. Second St., Reno. Applica- 
tions must be filed by January 13. Ad- 
dress Walter J. Walker, D.O., secretary, 
Board of Osteopathic Examiners, 210 
W. Second St., Reno. ? 

Basic science examinations January 3. 
Address Donald G. Cooney, Ph.D., sec- 
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The “hyperkinemic” activity of 


Baume Bengué goes beneficially deep. 


It enhances blood flow through the 


tissue area in arthritis, myositis, muscle 
sprains, bursitis and arthralgia. As Lange 
and Weiner’ determined by the use of 
thermo-needles, hyperkinemic effect 


may extend to a depth of 2.5 cm. 


Baume Bengué also promotes systemic 

salicylate action. It provides the high 
concentration of 19.7% methy] salicylate 
(as well as 14.4% menthol ) in a specially 


prepared lanolin base to foster 
percutaneous absorption. 


I, Lange, K., and Weiner, D.: J. 
Invest. Dermat. /2:263 (May) 1949. 


Available in both regular and mild strengths. 


Shes. Leeming ¢ Co-Sne 155 East 44th Street, New York 17, N.Y. 


retary, Board of Examiners in the Basic 
Sciences, Box 9005, University Station, 
Reno. 
NEW MEXICO 

Basic science examinations January 15. 
Address Mrs. Marguerite Cantrell, sec- 
retary, Board of Examiners in the Basic 
Sciences, P.O. Box 1522, Santa Fe. 


NEW YORK 


Examinations February 7-10. Address 
John W. Paige, M.D., chief, Bureau of 
Professional Examinations and Registra- 
tions. 23 S. Pearl St., Albany 7. 


NORTH DAKOTA 
Examinations January 14 at Minot. 
Applications must be filed by December 


15. Address G. L. Hamilton, D.O., sec- 
retary, Board of Osteopathic Examiners, 
Ringo Bldg., 119 S. Main St., Minot. 
OHIO 

Examinations December 15-17 at Co- 
lumbus. Applications must be filed by 
December 1. Acdress H. M. Platter, 
M.D., secretary, Medical Board, 21 W. 
Broad St., Columbus 15. 

OREGON 

Professional examinations in January 
at Portland. Address Mr. Howard I. 
Bobbitt, executive secretary, Board of 
Medical Examiners, 609 Failing Bldg., 
Portland 4. 

Basic science examinations December 
3. Address Mr. John R. Richards, sec- 
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Investigators: 


Flippin, H. F., and 
Eisenberg, G. M.: 
Antimicrobial Therapy in 
Medical Practice, 
Philadelphia, F. A. Davis 
Co., 1955, p. 40. 


Trafton, H. M., et al.: 
New England J. Med. 
252: 383, 1955. 


Beutner, E. H., et al.: 
Antibiotics Annual, 
1954-1955, New York 
Medical Encyclopedia, Inc., 
1955, p. 988. 


THE JO RNAL 


Hasen, H. B., and 
Moore, T. D.: 
J.A.M.A. 155: 1470, 1954. 


Dosage: Average adult—four 100 mg. tablets 
daily, 1 tablet with each meal and 1 with food 
or milk on retiring. 

Furadantin tablets, 50 and 100 mg., bottles of 
25 and 100. Furadantin Oral Suspension (5 mg. 
per cc.), bottle of 4 fl.oz. (118 ec.). 
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Lotest data Cffectiveness 
of Furadantin’ 


brand of nitrofurantoin, Eaton 


Findings: 


Clinical studies demonstrate 
rapid response in cystitis and 
pyelonephritis, including 
refractory infections. 


13 acute cases: 6 appeared cured, 
6 markedly improved, no relapses. 


36 chronic cases: 30 symptomatic 
improvement, often in 24 hours. 


Furadantin eradicated 29 strains 
(62%) of 47 isolated from 30 
chronic infections. 


Acute infections: 95.7% of patients 
benefited. Chronic infections 

and organic or obstructive lesions: 
82% benefited. 


EATON LABORATORIES 
NORWICH © NEW YORK | 


retary, State Board of Higher Educa- 
tion, Eugene. 
RHODE ISLAND 

Professional examinations January 5- 
6. Address Mr. Thomas B. Casey, Ad- 
ministrator of Professional Regulation, 
366 State Office Bldg., Providence. 

Basic science examinations in Febru- 
ary in Room 366, State Office Bldg., 
Providence. Applications must be filed 
approximately 20 days prior to exami- 
nation. Address Mr. Casey. 

SOUTH CAROLINA 


Examinations November 15 at Colum- 
bia. Address Ernest A. Johnson, D.O., 
secretary, Board of Osteopathic Exami- 
ners, Box 525, Summerville. 


SOUTH DAKOTA 

Professional examinations January 17- 
18 at Sioux Falls. Address Mr. John 
C. Foster, executive secretary, Board 
of Medical and Osteopathic Examiners, 
Room 300, First National Bank Bldg., 
Sioux Falls. 

Basic science examinations December 
3-4 at Vermillion. Applications must be 
filed by November 18. Address Gregg 
M. Evans, Ph.D., secretary, Basic Sci- 
ence Board, 310 E. 15th St., Yankton. 


TENNESSEE 
Examinations in February and July at 
Nashville. Applications must be filed 15 
days prior to examination. Address M. E. 
Coy, D.O., secretary, Board of Examina- 


tion and Registration for Osteopathic 
Physicians, 1226 Highland, Jackson. 


TEXAS 
Professional examinations December 
1-3 at the Galvez Hotel in Galveston. 
Address M. H. Crabb, M.D., secretary, 
Board of Medical Examiners, 1714 Med- 
ical Arts Bldg., Fort Worth 2. 


VERMONT 
Examinations January 25-26 at the 
State House, Montpelier. Applications 


must be filed by January 15. Address 
Charles D. Beale, D.O., secretary, Board 
of Osteopathic Examination and Regis- 
tration, Mead Bldg., Rutland. 


WASHINGTON 

Professional examinations in January. 
Address Mr. Edward C. Dohm, secre- 
tary, Professional Division, Department 
of Licenses, Olympia. 

Basic science examinations in January, 
Applications must be filed 30 days prior 
to examination. Address Mr. Dohm. 


WISCONSIN 

Professional examinations January 16 
at Madison. Address Thomas W. Tor- 
mey, Jr. M.D., secretary, Board of 
Medical Examiners, State Office Bldg., 
1 West Wilson St., Madison. 

Basic science examinations December 3 
at the Hotel Schroeder, Milwaukee. Ap- 
plications must be filed by November 235. 
Address Professor William H. Barber, 
secretary, Board of Examiners in the 
Basic Sciences, 621 Ransom St., Ripon. 


WYOMING 

Examinations February 6 at Cheyenne. 
Address Franklin D. Yoder, M.D., sec- 
retary, Board of Medical Examiners, 
New State Office Bldg., Cheyenne. 


REREGISTRATION OF OSTEOPATHIC 
LICENSES 


December 1 — District of Columbia, 
$2.00. Address Mr. Paul Foley, Deputy 
Director, Department of Occupations and 
Professions, 1740 Massachusetts Ave., 
N.W., Washington 6. 

December 1—Oregon, resident, $15.00; 
nonresident, inactive, $5.00. Address Mr. 
Howard I. Bobbitt, executive secretary, 
Board of Medical Examiners, 609 Fail- 
ing Bldg., Portland 4. 

December 31—Tennessee, $5.00. Ad- 
dress M. E. Coy, D.O., secretary, Board 
of Examination and Registration for 
Osteopathic Physicians, 1226 Highland, 
Jackson. 

Prior to January 1—Arizona, not more 
than $10.00. Address Russell Peterson, 
D.O., secretary, Osteopathic Board of 
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Registration and Examination in Medi- 
cine and Surgery, 2747 E. McDowell 
Rd., Phoenix 22. 

January 1—California, $20.00 for resi- 
dents and nonresidents. Address Glen D. 
Cayler, D.O., secretary, Board of Os- 
teopathic Examiners, 1013 Forum Bldg., 
Sacramento 14. 

January 1—Florida, $5.00. Address W. 
S. Horn, D.O., secretary, Board of 
Osteopathic Medical Examiners, 1500 
Eighth Ave., Palmetto. 

January 1— Maine, $4.00. Address 
George F. Noel, D.O., secretary, Board 
of Osteopathic Examination and Regis- 
tration, Monument Square, Dover-Fox- 
croft. 

January 1— Manitoba, $5.00. Address 
W. Kurth, D.O., secretary, Board of 
Osteopathic Physicians, 248 Moorgate 
Bivd., Deer Lodge, Winnipeg. 

January 1—New York, $5.00, biennial- 
ly. A physician receiving a license the 
second year of any biennial registration 
period pays a fee of $2.50 for a certifi- 
cate expiring December 31 of such sec- 
ond year. Address Stiles D. Ezell, M.D., 
secretary, Bureau of Professional Ex- 
aminations and Registrations, 23 S. Pearl 
St., Albany 7. 

January 1— Ontario, $35.00. 

1). Gordon Campbell, D.O., secretary, 
Board of Directors of Osteopathy, 2 
Bloor St., E., Toronto 5. 

January 1— Pennsylvania, Surgeons 
Examining Board, $10.00. Address Mrs. 
Katherine M. Wollet, acting secretary, 
Board of Osteopathic Examiners, Bu- 
reau of Professional Licensing, Harris- 
burg. 

January 1—Texas, $5.00. Address M. 
H. Crabb, M.D., secretary, Board of 
Medical Examiners, 1714 Medical Arts 
Bloor St., E., Toronto 5. 

January 1—Utah, $3.00. Address Alice 
FE. Houghton, D.O., secretary, Osteo- 
pathic Examining Board, 600 Zion’s Sav- 
ings Bank Bldg., Salt Lake City 1. 

January — Alberta. No reregistration. 
Pay $10.00 a year membership in the 
College of Physicians and Surgeons, 
Alberta, in January. 

During January — Connecticut, $2.00. 
Address Frank Poglitsch, D.O., secre- 
tary, Osteopathic Examining Board, 300 
Main St., New Britain. 

During January—Minnesota, $2.00. Ad- 
dress Wallace F. Kreighbaum, D.O., sec- 
retary, Board of Osteopathic Examiners, 
2748 Hennepin Ave., Minneapolis 8. 

During January—Wisconsin, $3.00. Ad- 
dress Thomas W. Tormey, Jr., M.D., 
secretary, Board of Medical Examiners, 
State Office Bldg., 1 W. Wilson St., 
Madison. 

January 31—British Columbia, amount 
of fee set at Annual Meeting of Council 
of College of Physicians and Surgeons 
of British Columbia. Address Lynn Gunn, 
M.D., Registrar, College of Physicians 
and Surgeons of British Columbia, 1807 
W. 10th Ave., Vancouver 9. 

Before February 1— Vermont, $3.00 
for residents, $2.00 for nonresidents. 
Address Charles D. Beale, D.O., secre- 
tary, Board of Osteopathic Examination 
and Registration, Mead Bldg., Rutland. 


Address 
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for MIGRAINE complicated by 
—Nervous Tension 
Disturbances 


SUPP’OSITORY 


tobarbital Sod. 


Average Dose: 


Ergotamine tartrate 


2 mg. 

Caffeine 100 mg. 
Bellafoline 0.25 mg. 
6O mg. 


1 suppository at 


onset of attack; second 
after 1 br., if necessary. 


Sandoz 


* PHARMACEUTICALS 
HANOVER,N. J. 


EXAMINATION BY NATIONAL BOARD 


The National Board of Examiners for 
Osteopathic Physicians and Surgeons 
conducts Parts I and II of its examina- 
tion on the first Thursday and Friday of 
each May and December at the six ap- 
proved colleges. Application blanks may 
be obtained from the secretary or the 
dean of the college, and the completed 
application blank, together with a pass- 
port photograph and check for the parts 
to be taken, must be in the secretary’s 
oftice by the November 1 or April 1 
preceding the examination. 

Examinations in Part I consist of anat- 
omy, including histology and embryology ; 


physiology; physiological chemistry ; gen- 
eral pathology; and _ bacteriology, in- 
cluding parasitology and immunology. 

Part II consists of examinations in 
surgery, including applied anatomy, sur- 
gical pathology, and surgical specialties ; 
obstetrics and gynecology; pediatrics; 
neurology and psychiatry; public health, 
including hygiene, medical jurisprudence; 
osteopathic principles, therapeutics, in- 
cluding pharmacology and materia med- 
ica. 

Part III is an oral and practical ex- 
amination given under the supervision of 
a chief examiner who is a member of 
the Board and by a panel of associate 
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examiners. Subjects covered in Part III 
are anatomy; physiology; pathology; 
osteopathic principles; therapeutics, and 
pharmacology; surgery; ophthalmology 
and otorhinolaryngology; obstetrics and 
gynecology; physical and clinical diag- 
nosis; public health and communicable 
diseases. 

These are oral examinations which the 
candidate may take after having satis- 
factorily completed the first 6 months of 
a l-year internship in a hospital approved 
by the American Osteopathic Association 
for intern training. Part III is given 
annually at the above-named colleges. 

Eligibility requirements are as _fol- 
lows: Part I, satisfactory completion of 


La 


Pediatric—Child| 


Have you seen 


a demonstration of 
the 12 treatment positions 
.. EXCLUSIVE with the 
RITTER UNIVERSAL TABLE? 


The supreme flexibility of the Ritter 
Multi-level Table meets every position- 
ing requirement .. . regardless of patient 
condition, size or age. This motor- 
elevated table makes your treatment 
hours easier, you see more patients with 
less effort. Your Ritter Dealer repre- 
sentative is qualified to give you a com- 
plete demonstration of how the Ritter 


Universal Table can be of greatest 
value in your practice. Call him now, 
or write 3911 the Ritter Company, Inc., 
397 Ritter Park, Rochester 3, N.Y. 


the first 2 years in an approved. school of 
osteopathy; Part II, satisfactory comple- 
tion of Part I and of the first two quar- 
ters or trimesters of the senior year in 
an approved osteopathic college; Part 
III, satisfactory completion of Part II 
and at least 6 months of a 1-year intern- 
ship approved by the American Osteo- 
pathic Association. The internship re- 
quirement does not apply to candidates 
who took Part I prior to July, 1950. 

Application must be filed with the sec- 
retary of the Board not less than 30 
days prior to the examination dates. Ad- 
dress Paul van B. Allen, D.O., secretary, 
1512 N. Delaware Street, Indianapolis 
2, Indiana. 
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CLEFT PALATE HABILITATION— 
PRESENT TENSE* 


Herbert Kocpp Baker, M.S., Ph.D. 
Director, The Cleft Palate Center and Training 
Program, University of Illinois 
A bright, new term is ascendant in our 
professional vocabulary. Wherever spe- 
cialists gather to discuss enterprise, one 
may expect an early allusion to “the 
team.” It is an advertisement of a still 
larger movement in pure and applied sci- 
ence—a movement which has been Ja- 
belled in various places at various times 
as cooperation, collaboration, group en- 
terprise, effort integration, and team- 
work. 

The increasing complexity of know |- 
edges and the urgencies of their effective 
application have directed many persons in 
many areas to seek a redintegration.-a 
synthesis—to reestablish a quality of 
wholeism where there had been fraction- 
ation. Ollie Backus, distinguished 
American speech pathologist, expressed 
this accurately when she wrote: “In an 
era when the dominant orientation was 
directed to specialization, boundary rela- 
tionships between various fields were con- 
ceived of as lines in the sense of bar- 
riers. Professional preparation of stu- 
dents stayed quite largely within the 
lines as defined by each field. Then when 
those students entered professional prac- 
tice, they tended to continue to operate 
within such lines.”’ The dentist limited 
himself to the teeth and their investing 
tissues; the surgeon to the manipulation 
of tissue elsewhere in the body; the car- 
diologist to the heart and circulovascular 
system; the psychologist and the psychia- 
trist to normal and pathological behavior ; 
the teacher to the educative processes; 
the speech pathologist to disorders of 
speech and language; and the otolaryn- 
gologist to the head spaces, and so on. 

The impetus of war and readjustments 
of peacetime economies and_ sociologies 
have caused the evolution of research 
and industrial production teams now most 
frequently seen in the fields of nuclear 
energy and electronics. In the service 
fields of human welfare, teams are also 
evolving and are developing techniques 
for habilitation and rehabilitation, and 
for the improvement and extension of 
life. In a more recent development the 
multi-disciplinary group is being used as 
an instrument of instruction to augment 
the classical single-teacher didactic struc- 
ture. 

The team is also being applied in clin- 
ical areas. As in education, the growth 
of the clinical team has been less impres- 
sive and less rapid than that of research- 
and-production teams of science and of 
industry. 

THE TEAM FUNCTION 

It is reasonable to inquire what special 
advantages and values accrue from tlie 
team function. Is there not common 
agreement that the search for scientific 


*Reprinted from Children, May June, 195° 


1 Backus, Ollie: Collaboration Among Psy- 
chiatrists, Pediatricians, Clinical Psychologists, 
and Speech Therapists. The Nervous Child °%, 
3: 242-56, May 1952. 
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truth and the clinical processes are 
uniquely individualistic? At their best, 
are they not characterized by the indi- 
vidual functioning in a climate of isola- 
tion, or, in the case of the clinician, in 
the strictly bilateral inter-personal rela- 
tionship between the clinician and his pa- 
tient? Is not the complexity of the group 
uselessly or even damagingly intrusive? 
Does not the idea of the group violate 
the fundamental spirit of individual en- 
terprise ? 

Let us begin by asserting what a team 
is not. A team is not merely an aggrega- 
tion of specialists who are in the same 
room at the same time or even engaged 
in the same activity. Clinical conferences 
and symposia of specialists for study, 
diagnosis and treatment bear only super- 
ficial resemblances to the entity that we 
are considering here. A team must have 
“the quality of organism.” In fact, the 
value and significance of the team struc- 
ture is to be sought in this unique dimen- 
sion. It does not come about merely by 
the summative effect of more people, 
more ideas, more imagination, more ener- 
gy—more of anything, for that matter. 

Each individual contributes much or 
little to the life of the group for he 
brings to the aggregate the sum of his 
personal reaction patterns, his beliefs, 
prejudices, knowledges, maturities and 
sensitivities. His function and experience 
in the group process can be understood 
only when this fact is clearly compre- 
hended. At the first level of development 
of the team, information is exchanged, 
individual interpretations offered, deci- 
sions made, and actions initiated. The 
most conspicuous quality of this early 
stage of development of the group is the 
high level of resistance and rigidity re- 
flected by its members. There is an ac- 
tive competition for acceptance of ideas. 
The members of the team are, in this 
stage, mainly engaged in “telling the oth- 
er fellow.” Despite the fact that this 
process of communication of facts and 
ideas is basic and essential for group 
growth, there are some natural deterrents 
to its effective accomplishment. 

The principal deterrent is one of lan- 
guage—a semantic one. The scientific 
jargon, the technical cant, and the pro- 
fessional argot, though familiar and even 
impressive to the user, may have little 
meaning to others in the group and may 
actually produce suspicion. When we do 
not understand language, we tend either 
to feel inadequate, or we become hostile 
and rejecting. Gradually as each mem- 
ber of the group tries to communicate 
with his fellows, there is a certain “level- 
ing off” of specialisms. A good deal of 
natural transliteration and_ translation 
must occur before suspicion is dissolved. 
The semantic obstacles are reduced most 
effectively when language is used opera- 
tionally and as an instrument for discov- 
ering common areas of understanding. 

The struggle to retain individual identi- 
ty is also strong. We all feel the loss of 
personal significance when our unique- 
ness is threatened. The new member of 
a group reflects the quality of possessive- 
ness about his ideas and information, and 


new "...high degree of effective- 
ness...’ In seasonal allergic rhinitis, 
DIAFEN effectively relieved symp- 
toms in 89 per cent of patients; in 
perennial allergic rhinitis, over 75 
per cent. 

Dosage: Adults, one 2 mg. tablet every four 
hours. For children over six years of age, 
one tablet three times daily; for younger 
children it may be desirable to reduce this 
dose to one-half tablet twice daily. 
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though he may wish to give, he actually 
struggles to retain and to husband his 
fact-and-feeling resources. 


LEARNING BY TEAMWORK 


In the later stages of development, the 
team learns how to take advantage of the 
many possibilities provided by its special 
structure. In the clinical group the pa- 
tient is examined, studied, and treated as 
a multidimensional problem. Each mem- 
ber sees his own facts, ideas, and action 
in a supportive frame of the total patient. 

But earlier than would otherwise be 
true, the team member also sees the ur- 
gent need for new facts and new rela- 
tionships between these facts. He grasps 
the need for basic research to provide 
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military midget 
“The Little Corporal,” though small of stature, was a mighty man on the battle- 
field as well as in affairs of state. So effective a military genius was he that 
it took the combined efforts of all the great powers of Europe, plus a brutal 
Russian winter, plus the British navy, to stop him. 
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answers to questions framed more basic- 
ally and more broadly. He requires an- 
swers to questions that are much more 
inclusive than he would and could ask 
alone. 

It is obvious that the leadership which 
is so basic to team growth cannot be au- 
thoritarian. A well disciplined group is 
not necessarily a conforming one. It is 
the responsibility of the leader, however, 
to so manage the individual participation 
that the full value and effect of each can 
be gained and the benefit of mutual sup- 
port, protection, and stimulation can be 
attained. 

The most dramatic aspect of the team- 
in-function is the reduction of individual 
dominances. A team is not in any sense 
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merely a group of consultants who are 
emotionally and intellectually subservient 
to a dominant specialist of the group. 
The recognition of complete and unques- 
tioned professional equivalence—that no 
one specialist is “the big gun’—distin- 
guishes a well developed team. Hence, a 
team becomes increasingly effective as it 
becomes less and less a hierarchy. Its best 
development is horizontal rather than 
vertical. 
CLEFT PALATE PROGRAM 

The study and treatment of children 
with cleft palate and cleft lip provide an 
excellent opportunity for the application 
of the principles of the team approach 
and a good illustration of its effective- 
ness and its problems. There has been 
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for some time a common agreement that 
habilitation programs for these children 
could and should be improved. The gen- 
eral dissatisfaction with the clinical re- 
sults derives mainly from the fact that 
this organic disturbance, creates so wide 
a spectrum of problems requiring diver- 
sified but coordinated solutions. 

The implications of this congenital de- 
formity are multidimensional. The child’s 
earliest biological functions are disturbed. 
He must eat and breathe differently from 
normal children. His acceptability to his 
parents may be profoundly affected by 
the attendant facial disfiguration. Since 
he cannot nurse at breast, the security of 
that close physical contact with his moth- 
er is denied him. The cleft palate child 
appears to be more vulnerable to certain 
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diseases of the head spaces—ear disease 
with associated hearing loss, upper re- 
spiratory infections, and early and exten- 
sive breakdown of dental tissue. 

The ability to speak is our most distin- 
guishing human attribute. It follows 
then, that anything that affects speech 
and communication unfavorably affects 
the most human part of us. This struc- 
tural aberrancy imposes the severest 
limits upon normal acquisition and de- 
velopment of speech in the child. His 
speech will, without aid, be characterized 
by a lack of intelligibility and possess 
very distracting voice qualities. Growth 
gradients in critical structures of his 
head may be altered. .As he becomes 
aware of himself as a person, his self- 
evaluation may produce disturbances in 
his emotional and social adjustment. It 
is obvious that no single medical or para- 
medical specialty can alone prevent or 
reduce effectively the constellation of 
penalties produced by his deformity. 

Through the cooperation and support 
of the Children’s Bureau of the Depart- 
ment of Health, Education, and Welfare 
and the Professional Colleges of the Uni- 
versity of Illinois and its Division of 
Services for Crippled Children, a Cleft 
Palate Center and Training Program was 
established in the Colleges of Medicine 
and Dentistry. Its purpose was to pro- 
vide an organization in an educational 
climate which would prepare itself to 
help those persons who were, in one way 
or another, responsible for the care of 
cleft palate children in the American 
community. Its staff was gathered from 
the major academic and clinical depart- 
ments of the professional schools of the 
University. The assignment of members 
to the teaching group crossed established 
division, department, and college lines. 
On the highest level it received its ad- 
ministrative direction from the office of 
the vice president in charge of the Pro- 
fessional Colleges of the University. 


Each staff member is a regular mem- 
her of the department of his specializa- 
tion and serves part time in the Cleft 
Palate Center and its teaching and re- 
search program. That portion of the 
member’s time which he gives to the Cen- 
ter and Training Program is paid for 
from funds provided for in a_ special 
budget. These funds, together with those 
for material, supplies, and equipment, are 
disbursed through the Division of Serv- 
ices for Crippled Children. In the State 
of Illinois, the Division of Services for 
Crippled Children is within the Univer- 
sity structure rather than in a State de- 
partment of public health or welfare. 


The following departments and div1- 
sions of the Professional Colleges ¢v- 
operate: Pediatrics, Anesthesiology, Sur- 
gery, Otolaryngology, Physical Medicine, 
Nursing, Orthodontia, Pedodontia, Pros- 
thodontia, the Speech and Hearing Cen- 
ter, Psychology, Social Work, the Divi- 
sion of Services for Crippled Children, 
and the Research and Educational Hos- 
pitals. 

Coordination of services and facilities 
is accomplished through a director and 


| h 
a 
ti 
re 
oN le 
| si 
SA 
Z>/ 
| 
| 
g 
| n 
\ | 
| 
the | 
BIOPSY 
A 
ti 
{ \ 
\ 
A h 
a 
| 
| | 0 
g 
| 
| t 
t 
7 
t 
t 
I 
a 
€ 
d 
Pp 
“ 
€ 
h 
‘ 


al A.O.A. 
1955 


his administrative assistant, a technical 
assistant, and a clerical staff. The facili- 
ties are located in the buildings of the 
colleges of medicine and dentistry and 
the University Hospitals, and consist of 
offices, laboratories, clinic and conference 
rooms. The program also has a special 
laboratory for the study of growth and 
development of children. It depends upon 
the office and field services of the Divi- 
sion of Services for Crippled Children 
and its department of clinical photogra- 
phy for many of its essential services. 


THE TEACHING PLAN 


Since its mandate was to teach, the 
staff of the Center and Training Pro- 
gram asked itself, “What is to be com- 
municated?” A review of the literature 
of cleft palate revealed much that was 
highly controversial, confusing, and sub- 
jective. On the other hand, it also showed 
that some of the most resourceful, imag- 
inative, inventive, and earnest effort ap- 
plied to any human disability had been 
applied in the treatment of this disability. 
It was clear that increasing specialization 
and fragmentation had produced many 
useful knowledges and skills. At the 
same time, it had induced an unrelated- 
ness and a gradual loss of the highly im- 
portant concept that the deformities of 
cleft palate and cleft lip have significance 
only because they are disturbances of a 
child. It was determined, therefore, to 
return the facts and the practices to the 
integrating frame of the whole child. 

By studying and treating the child, we 
proposed to teach ourselves and to teach 
others. It was apparent, too, that a con- 
tinuing program ef basic research in 
growth and development supportive to 
the processes of instruction was urgently 
necessary. We purposed to do what we 
had to do by corporate feeling, thought, 
and action. 

About 95 percent of the patients re- 
ferred to the Center are under the care 
of the Division of Services for Crippled 
Children. The rest are referred by pri- 
vate physicians, dentists, speech patholo- 
gists and therapists, social, health and 
welfare agencies, both voluntary and tax- 
supported. All patients are admitted to 
the Educational and Research Hospitals 
through the Pediatric Out-Patient Clinic. 
The pediatrician of the Cleft Palate Cen- 
ter also serves in a liaison capacity be- 
tween the Division of Services for Crip- 
pled Children and the Educational and 
Research Hospitals. As a member of the 
Department of Pediatrics, he supervises 
and directs admission of patients and 
their disposition. All patients are provid- 
ed with the fullest type of pediatric 
workup. Clinical, laboratory, and research 
departments of the University Hospitals 
provide the services to accomplish the 
workup. 

Many infants are admitted during the 
early weeks of life. These children be- 
come a part of a longitudinal research 
study of growth and development of the 
head. Every 3 months during the first 
year of life, every 6 months during the 
second and third year, and once a year 
thereafter, these children move through 
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the growth and development laboratory. 
By means of roentgenographic cephalog- 
raphy and laminagraphy and by oral im- 
pressions and casts, the growth of their 
heads is recorded and measured. 

Through this research greatly im- 
proved understanding of the nature of 
cleft palate has been gained. It provides 
the surgeon, the dentist, and the speech 
pathologist with information which 
makes accurate diagnosis much more se- 
cure. It assures that more often the 
“right thing is done by the right person 
at the right time” in the program of care. 
Much that is being learned through this 
basic research has direct application to 
the problems of other types of handi- 
capped children. 
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CONTINUOUS CONTACT 

Frequent visits of the child to the Cen- 
ter provide opportunity for continuous 
contact of the parents with the medical 
social worker, and enable continuing pedi- 
atric surveillance by the full facilities of 
the medical and dental clinics. One of the 
most impressive outcomes of the exten- 
sive contact with parents is the revision 
of their attitudes toward the deformity, 
the reduction of their anxieties concern- 
ing the child’s future, and improved un- 
derstanding of and cooperation in the 
clinical processes. Since they are con- 
ceived of as members of the team and 
so dealt with, they become more objec- 
tive and more able parents of their ex- 
ceptional children. 
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Our research makes it very evident 
that children with cleft palates are dis- 
tinguished more by their differences from 
each other than by their similarities. No 
two cleft palates are alike, and the mode 
and time of treatment are more likely to 
assure restitution if there is recognition 
and assessment of these variations. The 
final decision as to the kind and pattern 
of treatment rests with the team. Through 
repeated staffing, the time and character 
of intervention is determined. 

If the child’s lip is involved, it is usual- 
ly surgically repaired as soon after birth 
as the pediatrician and surgeon feel that 
he is physically able to undergo the op- 
eration without danger. Surgery on the 
hard and soft palates may be deferred 
until the child’s growth records indicate 
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that an optimum condition prevails. The 
objective growth records provide a basis 
for the surgeon’s decision as to the tech- 
nical procedures likely to produce the 
best functional result. Our research re- 
veals that some children have a_ better 
chance for a functional ‘recovery of the 
use of their palates if surgically treated 
within the first year or two. It also 
makes apparent that in many others, sur- 
gery performed at too early an age will 
result in a functionally inadequate mech- 
anism. Because the effects of surgery 
are not easily reversible, it may occa- 
sionally make secondary treatment by 
surgical procedures or treatment by non- 
surgical means much more difficult. 

Our clinical and research records pro- 
vide evidence that many children profit 
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by an interim use of prosthetic speech 
aids. In a considerable number of these 
children, surgery on the palate is not the 
procedure of choice and they can be ha- 
bilitated much more safely by permanent 
prosthesis. 

Such prosthetic speech aids are often 
designed, constructed and fitted as early 
as the third year or as soon as sufficient 
teeth have erupted to provide retention 
in the mouth. A gratifying effect of early 
interim, or permanent prosthetic care, is 
the rapid and easy adjustment these c¢ljil- 
dren make to their speech aids and the 
remarkable speech improvement that re- 
sults during the critical period of speech 
acquisition. 

During the early years of the child's 
care program, his response to surgical 
and/or prosthetic treatment is followed 
by the team. He is followed carefully 
by the pediatrician who deals with him as 
a usual child with special needs. The 
pediatrician and the otolaryngologist of 
the team make every effort to maintain 
the best possible upper respiratory and 
otological health. Ear disease is promptly 
treated either by the Center or the local 
ear-nose-and-throat specialist. The audi- 
ologist continues study of his hearing 
status. 


EARLY DENTAL CARE 


Dental supervision and restorative care 
begin early. Even before the eruption of 
the deciduous teeth, the dental staff has 
been able, through the X-ray records, to 
determine the child’s dental potential, the 
probable pattern of dental development, 
and to begin early management of his 
dental problems, which may be many. 
Dental hygiene instruction of the parents 
and child, restorative treatment of the 
first teeth, and orthodontic guidance or 
correction are instituted. It is important 
to observe that in cleft palate children, 
orthodontic treatment is more properly 
conceived of as orthopedic since the cor- 
rection of the deformities of the jaws 
may involve bony structures of the head 
as much as the disarrangement of indi- 
vidual teeth. It is not unusual to provide 
oral-orthopedic treatment antecedent to 
palatal surgery or the fitting of prosthetic 
speech aids. Occasionally, oral-orthopedic 
guidance and even correction is accom- 
plished by a single combined prosthetic 
device. 

Early contact with the child and par- 
ent on the part of the speech pathologist 
gives opportunity to prepare them for the 
emergence of the speech problems char- 
acteristic of cleft palate children. Pa- 
rental instruction, referral to competent 
and experienced speech therapists, or ad- 
mission to summer speech training cen- 
ters of the Division of Services for Crip- 
pled Children are arranged. Continuing 
records of speech development and im- 
provement are maintained by frequent 
phonetic analyses and speech recordings. 
Through the field services of the Divi- 
sion, social casework and nursing care 
in the child’s home area are provided. 
Close liaison is maintained by the staf 
medical social worker, the physicians, 
dentists, and speech pathologist with the 
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field work. Educational guidance and 
school placement counsel are provided by 
the staff psychologist who uses the psy- 
chological services of the State and uni- 
versity agencies. 

Children referred to us at a later age 
are not included in our basic growth and 
development series. However, a team di- 
agnosis and treatment recommendations 
are available and these are based’ upon 
information gained through the use of 
the same diagnostic instrumentaria and 
processes used with children who are un- 
der long-term study. 

The Training Program has many facets. 
Instruction of medical students in clerk- 
ships, interns, residents, and students in 
post-graduate courses in many depart- 
ments of the colleges of medicine and 
dentistry proceeds through the year. 
Short courses of varying lengths are pro- 
vided by the Program for specialists who 
come to the campus from many parts of 
the country. Admission is granted to 
those who seek instruction to participate 
in the organization and development of 
improved care programs for cleft palate 
children on the community level. These 
courses are designed to assure a funda- 
mental understanding of the nature of 
cleft palate and cleft lip through contact 
with the results of basic research, the 
clinical management of cleft palate chil- 
dren, and an identification with a func- 
tioning service-team. 


TWENTY YEARS OF MATERNAL 
CARE* 


Samuel B. Kirkwood, M.D. 


Commissioner, Massachusetts State Department 
of Public Health 


In the 20 years since the passage of 
the Social Security Act, a generation of 
Americans has grown to parenthood. Its 
children are being born into a different 
world. Twenty years ago 1 out of every 
172 mothers died; today only 1 in 1,900 
loses her life in childbirth. This dramatic 
saving of life is of tremendous impor- 
tance, for of all tragedies perhaps the 
greatest is the loss of a mother’s life. 
Yet it introduces other problems, for we 
can now turn to reduction of morbidity 
as a goal in itself. We can broaden our 
focus to see more in childbirth than the 
mere delivery of a living mother and a 
healthy child. Now that this basic essen- 
tial can be assured, we can dare to look 
at our methods to find out whether some 
elements of value are missing—or even 
whether some have been lost in the proc- 
ess. Perhaps we may even accept ma- 
ternal care in its broadest sense as part 
o! every phase of a woman’s life. In any 
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event, at this 20-year mark a pause for 
reflection should be worth while. 

In reviewing the developments of the 
past 20 years it is rather astonishing to 
realize that the entire history of any con- 
certed efforts toward providing maternal 
care barely antedates the score of years 
preceding them. The first prenatal clinics 
were established in this country shortly 
after the beginning of the century. The 
development of modern maternal care has 
taken place in the United States within 
the last 50 years. 

The first step was bold and brilliant. 
For centuries maternal care had begun 
with labor pains. The idea of preventing 
maternal diseases and obstetrical difficul- 
ties by anticipating them broke widely 


BRISTOL, TENNESSEE 


with tradition and made possible the fu- 
ture of maternal care. The prenatal clinic 
became a practical demonstration of the 
elimination of disease through organized 
means for detecting its earliest signs and 
symptoms. Gradually another fundamen- 
tal principle was established—that ob- 
stetrical difficulties could be controlled 
through building a sound physique by 
measures of general hygiene. It seemed 
logical that maternal mortality could be 
conquered by a wide expansion of these 
clinics. 

Great progress was made, but the re- 
sults fell short of hopes. Apparently 
only a partial answer had been found. 

As time went on closer inspection of 
mortality statistics brought out an impor- 
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tant fact. Although the overall death 
rates had been reduced, the relative ra- 
tios of the three major causes—toxemia ; 
sepsis; hemorrhage, trauma, and shock— 
remained essentially the same. Any im- 
provement, therefore, reflected advances 
against all the hazards of pregnancy and 
not against any one alone. 


BROADENING CONCEPTS 


Good prenatal care availed little if ac- 
couchement was delegated to poorly 
trained practitioners with poor facilities. 
Sepsis in the puerperium resulting from 
inept delivery could undo all that good 
technique had accomplished up to that 
point. Realization of this profoundly af- 
fected all future programs, for it brought 


COMPLEMENTARY ACTIONS 


“> WAY CONTROL 


—In urinary tract infections — 


NOW ... both pain and infection 
are brought under quick, safe 
control at their source by the 

speedy, dual-action of the 


component drugs in— 


* 


RELIEVES LOCAL PAIN BY LOCAL ACTION 

Phenylazo-diamino-pyridine HC1—enjoys a long clinical history 

as a local (not unwanted systemic) analgesic to the urogenital 

mucosa. Relief from burning, pain frequency — in minutes in 

90 per cent of cases. 

REMOVES LOCAL INFECTION BY LOCAL ACTION 

Sulfacetamid If ide of choice in urinary tract infections 

—unusually high solubility in acid urine so prevalent in patho- 

logical infections—hence (1) effective in 93-98 per cent of cases 

involving mixed organisms, and (2) safe—no kidney damage, 

no renal concretions, no anuria. 

INDICATIONS: 

cystitis, pyelitis, urethritis (nonspecific), prostatitis, pain and 

infection associated with kidney stones, urinary prophylaxis 

during pregnancy and gynecologic surgery. 

SUPPLIED 

SULFID TABLETS- each coated tablet contains: Phenylazo- 
diamino-pyridine HCl, 50 mg.; Sulfacetamide, 250 mg. 
Botties of 100. 

SULFID SUSPENSION 

(Geriatrie—Pediatric)—each teaspoonful (5 cc.) contains one- 

half the Sulfid tablet dosage. 


PHARMACAL COMPANY — Columbus 16, Onio 


Literature & bibliography on request. 
*A Columbus Original - introduced July, 1954. 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 


realization that advance must be made 
along a broad front. To be sure, salients 
here and there could be pushed out, but 
the line eventually had to be straightened. 

This concept at first seemed to supply 
all that was lacking to reach the ultimate 
goal—that no mother or child should die 
or suffer harm in childbearing. But an- 
other element was even then entering the 
picture—consideration of emotional stress 
and strain as factors of importance in 
practical programs designed to reduce 
maternal mortality. At the same time, 
under the stimulus of the great pioneer 
social workers, more and more attention 
was being directed to the effects of social 
and economic conditions upon people in 
general and on the family—and hence the 
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pregnant woman—as the basic unit of 


our society. 


The credit for this broadened view of 
the pregnant woman goes to no one 
group in particular. The physician, the 
social worker, the medical schools, the 
nurse, the midwife, governmental agen- 
cies, and the people—parents and others 
—all had their parts. 

By the time of the Social Security Act 
of 1935 the general outline of the vears 
ahead was established. Like the Shep- 
pard-Towner Act, which preceded it in 
making provision for maternity care, 
this legislation accepted the principle of 
local initiative and responsibility with fi- 
nancial and professional help from the 
State and Federal governments. Thus 
there could be three-way support in mov- 
ing forward. 


REDUCTION LN MORTALITY 


If 1935 rates prevailed in the United 
States today 24,000 mothers would die 
this year. Instead only about 2,000 will 
lose their lives. For the sake of the fu- 
ture this accomplishment deserves analy- 
sis. 

The same major causes of maternal 
death have kept the lead throughout these 
20 years. But all have been drastically 
reduced and changed. 


The reduction in deaths from toxemia 
has resulted from generally improved 
prenatal care, for 20 years of research 
has not produced a specific cure for this 
disease of pregnancy. The greatest single 
factor in its control is constant watchful- 
ness—continuous observation, examina- 
tiom, and hygiene teaching. This involves 
many tools, from the simplest readings 
of blood pressure, weight, and albumi- 
nuria, to complex  socio-psychological 
studies. One of the most useful—since it 
is controllable—is optimal nutrition de- 
velopment through diet guidance, with 
motivation of the mother by a physician 
or a nutritionist. This has proved val- 
uable both as a preventive and a thera- 
peutic measure. 

Of all the major causes of maternal 
mortality sepsis has yielded most to 
frontal attack by the sulfonamids and the 
antibiotics. The development of these 
antibacterial agents is the one most dra- 
matic event of the last 20 years and one 
of the most dramatic in medical history. 


Two important elements of care brought 
about the drop in deaths from hemor- 
rhage, trauma, and shock. First, a tool, 
as valuable as the antibiotics in control 
of sepsis, was greatly improved—trans- 
fusion. Blood transfusion, of course, was 
used long before 1935, but in the past 20 
years the techniques it involves have been 
improved to such a degree that it is now 
available almost wherever babies are 
born. Secondly, today’s obstetrician, 
eral practitioner, nurse, and midwife all 
are better trained. They possess know!- 
edge, technical proficiencies, and judg- 
ment that a generation ago were the pre- 
rogatives of their teachers alone. 


In 1935 the general category of “other 
causes of death” contributed only 10 
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percent. Today this pereentage has risen 
to 16—due to the great decreases in the 
three major causes. This miscellaneous 
croup now demands the attention it has 
been denied in the past. Fortunately, 
various specialists have become increas- 
ingly interested in these problems. 

It would be unfair to judge the past 
20 years alone on the basis of mortality, 
for they also have included other great 
steps forward. 

Morbidity has fallen. There has been a 
vast improvement in the condition in 
which the postpartum mother now is re- 
turned to her nonpregnant state. An in- 
creasing realization of the impact of dis- 
ability in the mother upon the entire 
family has brought about an appreciation 
of the close relation between the physical 
and social elements in maternal care. 


Efforts to improve the nutritional 
status of pregnant women through diet 
control have been an important factor in 
the reduction of morbidity as well as in 
the management of toxemia. As _ stand- 
ards have been established and studies 
conducted to test their application, prac- 
tical programs for nutritional betterment 
have become recognized as a vital part of 
general pregnancy care. 


CHANGING METHODS 


The past two decades were also years 
ol great change in anesthesia and anal- 
gesia. All forms of inhalation agents 
were tried, and spinal and local tech- 
niques were developed. Although certain 
clinics formed a preference for one type 
as a routine, most interpreted their expe- 
rience otherwise, using each type accord- 
ing to its distinctive value. Studies also 
brought out the important fact that ob- 
stetrical anesthesia had definite problems 
and peculiarities of its own and so could 
not be considered just another phase of 
general surgical anesthesia. One of the 
major differences lay in the necessity of 
considering the effect of maternal anes- 
thesia on the fetus. Inevitably a group 
of specialists arose who devoted their full 
time to obstetrical anesthesia with great 
benefit to the safety of both mother and 
child. 

The year 1935 was very close to the 
first major revaluation of the earlier 
“twilight sleep.” Many efforts were made 
to find analgesic drugs that would relieve 
the pain of labor without adverse effect 
upon the child. The aim was a labor if 
not without pain at least without mem- 
ory of pain. Many drugs and combina- 
tions were tried with varying success, all 
falling short of the ideal. 

Paradoxically, these same years also 
brought almost violent reaction to the 
search for a perfect analgesic. The pro- 
ponents of “natural childbirth” set a goal 
which was the exact opposite—a com- 
plete awareness of the experience of 
childbirth. Unfortunately, this became 
equated with “childbirth without fear” 
and “childbirth without pain,” thus focus- 
ing on the very element to be eliminated. 
Nevertheless, these pioneers served wom- 
enkind well, for they showed that neither 
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analgesia nor anesthesia were necessary 
elements of childbirth and, therefore, 
could be eliminated if desirable. The next 
20 years will see this method assume its 
proper place in maternal care. 

In close association with “natural child- 
birth” has come a move toward “room- 
ing-in” or keeping the baby in the same 
room or near the mother. The two sys- 
tems go together rather well but are not 
necessarily linked. They have also paral- 
leled a gradually revived interest in 
breast feeding. Many clinics have estab- 
lished elaborate facilities and teaching 
routines for rooming-in. However, it has 
become apparent that the spirit that moti- 
vates the hospital staff is more important 
than either physical setup or schedules. 


And, there are other traditionally good reasons why 
there is a preference for B-P RIB-BACK SURGICAL 
. - they are always dependable and highly 


All these developments have been part 
of a steady march toward the concept 
that maternal care should support the 
normal physiology of pregnancy and re- 
duce interference to a minimum. 

Another major development in the last 
20 years has been a steady increase of 
hospital deliveries. While in 1935 only 
37 percent of all deliveries in this coun- 
try occurred in hospitals, the proportion 
had risen to 90 percent by 1951. Much 
discussion has occurred over the question 
of whether this is for the best. At least 
it has coincided with the reduction of 
maternal mortality to the lowest figure 
on record. 

Changes have also taken place in aca- 
demic obstetrics. Surprisingly little ac- 
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tually was known 20 years ago of the 
physiology of reproduction, the profound 
physiochemical reactions that take place 
during pregnancy. But the ensuing years 
have been an era of greatly expanding 
research, bringing to the study of preg- 
nancy some of the best researchers in all 
fields of medicine. As a result, the preg- 
nant woman has emerged in a new light, 
as a totally different person—not as one 
whose nonpregnant state has been inter- 
rupted by the addition of pregnancy, but 
as one who is now in the pregnancy 
phase of her life. The obstetricians have 
themselves worked in these new areas. 
They have also found new resources in 
the increasing number of related profes- 


| 


sions and have thus been able to make 
wider distribution of their own talents. 
The differences between urban and rural 
service have constantly lessened. 

During this period the’ obstetrician and 
the pediatrician have gradually drawn 
closer together so that the division be- 
tween maternal care and infant care tend- 
ed to break down. At the same time 
infant mortality has dropped. But a re- 
siduum has remained which has failed to 
respond, at least by comparison. This is 
the perinatal group of deaths—the still- 
births and the neonatal deaths of infants 
under a week old. Clearly the conditions 
underlying this loss of life are obstetri- 
cal, and, if the pediatrician is to help, his 
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influence must be felt long before deliy- 
ery; or, in reverse, the obstetrician’s re- 
sponsibility must carry beyond birth. 


SOCIOECONOMIC INFLUENCES 

The most significant development in 
maternal care began to take shape to- 
ward the end of this 20-year period. It 
came from a series of questions forced 
to the surface by the growth of preg- 
nancy care. 

Can continued improvement in the tech- 
nical means of care eliminate the residue 
of maternal mortality? Or are there 
other indirect, perhaps more subtle in- 
fluences with which we must reckon? Is 
it enough to deliver a healthy unharmed 
baby from a healthy uninjured woman? 
Or are there other responsibilities the 
physician must assume as a part of good 
maternal care? The answers to tlicse 
two groups of questions lay in the facts 
of modern life. 

Over the years it has become clear that 
many social, economic, and psychological 
conditions engendered by society today 
are reflected in the well-being of mothers 
and children and even in seemingly spe- 
cific causes of death. 

Many of the most difficult problems of 
maternity care in this country in recent 
years have had their roots in the changed 
status of the family and more particu- 
larly of the woman. In earlier times al- 
most every woman had home building as 
her career, but in recent years social and 
economic forces have both led and forced 
many women into a new world apart 
from the home, a world in which they 
must compete in traditionally masculine 
work yet retain their own attitudes. 
Since these forces have changed neither 
the physiology nor the psychology of 
women, the mother remains still the one 
best agent for infant care. By diverting 
her attention from this role these forces 
strike directly at the heart of the family. 

That the effects of socio-economic fac- 
tors in child-bearing are not just theo- 
retical was demonstrated by the recent 
work of Baird in Aberdeen.* He found 
that he could divide women in his study 
on the basis of height as a variant both 
to social status and nutritional state. 
Women over 150 centimeters tall showed 
a more “female” type of pelvis and had 
fewer difficult deliveries, while those un- 
der this height tended toward the male 
or android structure. Other studies in 
England and Wales, Scotland, Sweden, 
and Holland have demonstrated a_rela- 
tionship between the incidence of still- 
birth, premature birth, and neonatal mor- 
tality, and the socioeconomic classific:- 
tion of the family. 

The problem of the unmarried mother 
also stems deeply from sources within 
the economic and social structure. The 
social and economic factors associated 
with illegitimate birth are almost always 
unfavorable. 

EMOTIONAL FACTORS 

The importance of psychological pre-- 
sures have also been increasingly recov- 

1Baird, Dugald: Preventive medicine in 0!- 


stetrics. New England Journal of Medicine, 
246 :561-568, April 10, 1952. 
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nized. Many of the economic forces have, 
in fact, produced their effects through 
emotional strain. The economy of the 
marginal income may be sufficient to pro- 
vide an adequate diet, but the fear and 
worry of the constant struggle to make 
it do so may be devastating. The mental 
anguish of the mother who would choose 
to stay home but is forced into employ- 
ment by sheer economic necessity.is very 
real. 

There has also been much emotional 
maladjustment of mothers to their fam- 
ilies and to their place in the community 
that does not derive from economic con- 
diiions. Modern education often trains 
women for work outside the family rath- 
er than for a position as the center of 
the household. When a woman’s training 
conflicts with her basic urge toward 
motherhood emotional stress appears. 

In these days of “mechanization” of so 
many of the processes of our daily lives 
it has been natural that similar methods 
should have been tried in maternal and 
child care. The growth of great clinics 
has brought the best of medical service 
to large numbers of women who other- 
wise would not receive it. However, this 
approach may have eliminated a vital and 
satisfying relationship that existed when 
the child was born literally into the fam- 
ily and took his place as a member of the 
family group from the very beginning 
of his life. In that instance the roles of 
father, mother and children were clear 
cut. Natural, fundamental, psychological 
impulses were fulfilled. With the loss of 
this more simple environment other ad- 
vantages also may have been lost. 

Many questions have been asked in re- 
cent years about the relative values of 
hospital and home delivery. Why do 
mothers of one country of the world vol- 
untarily choose hospital delivery, while 
those of another turn more often to con- 
finement in their own homes? How is the 
family integrity maintained during the 
absence of its central member? Should 
the wife be denied the support of her 
husband in the climax of their pregnan- 
cv? How can the new baby he intro- 
duced into the home from the hospital? 
How can the mother’s worry over con- 
ditions at home during her absence be 
alleviated? How can the very essential 
child-mother relationship be developed in 
an institution? How can the mother be 
given a sense of psychological security 
when her care is divided among a series 
of individual midwives, nurses, and doc- 
tors? How can the sense of security that 
stems from familiar surroundings be 
substituted in the strange “aseptic” at- 
mosphere of a hospital? How can the 
mother’s fear of the dangers of compli- 
cations be allaved in a home delivery 
away from the hospital’s equipment ? 
These questions go deeper even than 
questions of blood pressure, weight, and 
\\assermann reaction. 

Other questions have also been asked, 
stemming from the hopes and fears that 
arise in the minds of a young couple 
when the fact of pregnancy first becomes 
known. How is a relationship with an 
outside person or agency established in as 
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intimate a matter as pregnancy? How 
can these external aids be introduced 
into the family without being an intru- 
sion? How can the confidence—indeed, 
the faith—of the mother be secured by 
relative strangers in this important pe- 
riod? How can a _ professional person 
give support to a mother-to-be who sud- 
denly realizes that her whole life is now 
to be changed? Such questions have led 
to increased attention to the slow psy- 
chological preparation of the wife, the 
husband, and their other children for the 
baby’s arrival. 

These emotional stresses may be work- 
ing for the good of the mother and her 
child, but they can also be threatening 
in their possible influence. Guiding her 
safely through them takes sensitivity and 


sagacity on the part of those dealing 


with her. 
TODAY’S ADVANTAGES 


Such sociological, economic, and psy- 
chological influences already have affect- 
ed profoundly the maternal-care pro- 
grams of our country. In fact, the 
American woman herself has changed 
for the better under their pressures to a 
very great degree. Her physique un- 
questionably has improved as standards 
of living have risen in the past 20 years. 
Better living conditions and better nutri- 
tion have certainly played their parts in 
equipping her better for child-bearing. 
This generation of mothers is the first to 
have gone through the teens without fac- 
ing the hazards of disease which threat- 


4 
a 
‘ 
4 
; 
~ 
| 


PLEASE MENTION THE JOURNAL 


iodine and 

methyl salicylate 
ingredients long tried — 
proved clinically... 


are the heart of 


cum Methyl 
Salicylate 


Combining the therapeutic efficacy of iodine and the 


analgesia of methyl salicylate . . . Excellent 


performance in relieving the torture of pains from muscle, 


tendon, joint, bone or nerve disorders .. . 


pains associated with myalgia, myositis, torticollis, arthritis, 


fibrositis, bursitis, synovitis, neuralgia, 


neuritis, sciatica. 


Softening, soothing and relaxing to the skin, 
characteristic of a true emollient. 


Samples and literature cheerfully 


MENLEY & JAMES, LTD. 


ened their mothers and grandmothers- 
chlorosis, typhoid, and tuberculosis, for 
example. Emotionally too, the American 
woman has changed. She has a greater 
knowledge of her own physiology and of 
what factors actually do influence health 
and prevent disease. Childbirth is no 
longer «a mysterious phenomenon. She 
can look. upon it in an intelligent, objec- 
tive way. 

The mother of the present also has the 
advantage of a better environment. To be 
sure, it is a complex environment fled 
with frustrations, stresses, strains, and 
pressures, but at least it is one in which 
these factors are recognized. To reduce 
them as much as possible is beginning to 
be accepted as a responsibility of mater- 
nal care. 
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The physical environment in the hos- 
pital has changed for the better. The 
emergency maternity and infant care pro- 
gram of World War II did a great deal 
to improve hospital procedures and fa- 
cilities. Recently more adequate obstetri- 
cal facilities have been provided under 
the Hill-Burton Act, while the develop- 
ment of hospital licensing authorities by 
many States has also added to the im- 
provement of hospital care for maternity 
patients. 

These improvements have come none 
too soon for the increasing birth rate 
has placed a tremendous load on hospital 
facilities. A hospital built for 2,500 de- 
liveries a year ago is now caring for 
more than 5,000 maternity patients each 
year. Although the shorter hospital stay 
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tends to eliminate overcrowding to some 
degree, the problem still remains. 

More important than the physical fa- 
cilities available in today’s environment 
are the professional people surrounding 
the mother who are trained to serve her 
throughout this period of her life. 

First, of course, is the physician, who 
must take the ultimate responsibility for 
the care that the mother receives. He is 
far better equipped for this task than 
was his own professional father 20 years 
ago. Although the general practitioner 
remains the backbone of maternal care 
and services, more specialists are now 
available to him. There is also better 
distribution of well-trained men through- 
out the country. The physician of today 


also recognizes the help that he may ob- 
tain from workers in the ancillary medi- 
cal services. He is beginning to appre- 
ciate the fact that each of these workers 
has a unique contribution to make to the 
mother and to her family. True, it has 
taken time to establish the team concept. 
The realm of maternal care has so long 
been a relatively personal patient-physi- 
cian relationship that the idea of several 
people being involved has been hard to 
accept. It has taken time also for the 
other team members to gain their profes- 
sional wings in this particular field and 
to find their proper relations to one an- 
other. 

The nurse remains as the doctor’s first 
helper but with a much wider application 
of her skills. She is a member of a 
group who must somehow provide con- 
tinuous care though her time is divided 
among office, hospital, and home. If she 
is in addition a midwife, as many nurses 
are, she has even further responsibilities. 

Social workers, nutritionists, mental 
hygienists, and health educators are more 
recent additions to the medical team and 
have created a demand for their services 
far beyond the number of trained work- 
ers they can furnish. 

The pediatrician’s role as a specialist in 
this team has already been discussed. 

The final “member” of the team is 
actually the community or the State. 
Because so many of these valuable an- 
cillary services are difficult to provide, 
the State inevitably must come into the 
picture in helping to furnish them. This 
is particularly necessary since the gen- 
eral practitioner, who in this country is 
the principal accoucheur, is overworked 
and in need of help. It is the commu- 
nity’s responsibility to see to the provi- 
sion of consultations for him in all 
necessary areas. 

Nevertheless, in spite of all that the 
State can provide most of the deliveries 
will continue to take place with a mini- 
mum of personnel. While no one man 
could be expert in all of the areas of 
specialty required, the practitioner can 
and must recognize the areas that need 
to be covered and to the best of his 
ability cover them or seek help else- 
where. 


Lest one become complacent about the 
accomplishments of the past 20 years, 
two very sobering facts must be under- 
scored which stand clearly between the 


5 
8 Ho 
of 
stil 
abl 
in 
ot 
ma 
so 
str 
IODEX 
TI 
sti 
‘ we 
ga 
Or 
an 
pl: 
m 
: ta 
fo 
th 
sh 
hi 
th 
| is 
2 | d 
B 
fe 
it 
h 
h 
te 
I 
a 
t 
] 
| 


Journal A.O.A. 
November, 1955 


present and the future in maternal care. 
First, it is now possible to add as part 
of maternal care services which specifi- 
cally support the social, emotional, and 
psychological values lying at the heart of 
the family. Second, low though our 
maternity mortality is, 50 to 75 percent 
of all maternal deaths that occur could 
still be prevented if the full benefit of 
modern medical knowledge were avail- 
able to all maternity patients. Implicit 
in these two facts are responsibilities. 

The future must seek answers to two 
major questions: How can the utmost 
of technical proficiency be secured and 
maintained? How can the emotional and 
social values of the family be preserved? 
These must be answered within the 
structure of a social and economic world 
that is growing more and more complex. 
Those who would attempt answers must 
state them not only in terms of physical 
conditions, but also, as Sir James Spence 
would put it, in terms of “courage, 
eaiety, self-confidence, and sympathy.” 
Only through the mother, the father, 
and the family can this expression take 
place. Those who are dedicated to help 
must be the first to appreciate this. Their 
task, therefore, becomes doubly difficult 
for the future. They must continue in 
their efforts to save lives—for no mother 
should die—but they must also play a 
big part in making better living. 


ACCIDENTS AND POISONINGS IN 
CHILDREN* 


By Julian P. Price, Ml.D.+ 


Accidents and accidental poisonings are 
the leading cause of death in this coun- 
try in children over 1 year of age. This 
is a condition that we physicians find 
difficult to accept, accustomed as we are 
to think of death in terms of disease. 
But accept it we must for the public ex- 
pects leadership from the medical pro- 
fession and from the family physician 
in matters of health, and any condition 
which causes 1 death out of every 3 in 
our children is certainly in the field of 
health. 

Statistics are usually boring and quick- 
ly forgotten, so I will present only a few 
to show the problem which confronts us. 
It has been estimated that every year in 
the United States some 2,000,000 children 
are involved in accidents requiring medi- 
cal attention. Of this number, 12,000 die 
—and 40,000 to 50,000 are permanently 


*Reprinted from Public Health Reports, Sep- 
tember, 1955. 

Price is a practicing pediatrician in 
Florence, S. C., oe pediatrician at the Mc- 
Leod Infirmary in Florence. This address was 
given at the annual meeting of the American 
Academy of General Practice in Los Angeles, 
February 1955, 
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disabled and crippled. There is no way 
of determining the number of children 
who are accidently poisoned, but we 
know that 1,250 under the age of 21 
and 400 under the age of 5 die from 
this cause each year. 

What can the medical profession do, 
and what can the individual physician do 
to reduce the toll of accidents and poison- 
ings? In attempting to answer this ques- 
tion I do not pose as an expert, but speak 
as a practicing pediatrician who has be- 
come keenly interested in the subject and 
who has evolved certain ideas from the 
writings of others and from his own per- 
sonal experience. 

FIELDS FOR ACTION 

There are three special fields in which 

we should exert our efforts. First, we 


need studies and investigations to give us 
more basic information. Research on ac- 
cidents in adults has been conducted for 
some time, but only recently has study 
been made of accidents in children. What 
has been done has been encouraging and 
enlightening—such as the work of Press, 
Wheatley, Dietrich, Arena, Shaffer, Den- 
nis and Kaiser, and others—but we need 
more. 

One phase of the problem which needs 
particular attention is that of the acci- 
dent-prone individual. Langford and his 
associates have made a preliminary re- 
port on the study of nine such children. 
No definite conclusions can be drawn 
from this small number, but some of the 
observations and ideas offered are most 
suggestive. It is to be hoped that the 
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work will be continued and enlarged. It 
is extremely important that we be able 
to recognize and help the accident-prone 
child before rather than after he runs 
into trouble. 

The physician needs help to handle ac- 
cidents and poisonings more effectively. 
This is a second field of activity which 
needs developing. If a child cuts his leg, 
the accepted procedure is to clean the 
wound, suture it, and give tetanus toxoid 
or antitoxin. But when a child is exten- 
sively burned, the problem of what to do 
is not so simple. Should the burn be 
cleaned? If so, how? Should the child 
be given a general anesthetic? What type 
of dressing should be applied? Does the 
child need sedation, plasma, electrolyte or 
glucose solution, or blood? Upon the 
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answer to these questions may depend 
the life of the child. 

When a little boy drinks kerosene— 
one of the more popular drinks among 
children these days—a recognized method 
of treatment is to empty the stomach, 
give an antibiotic, and watch for signs 
of chemical irritation of the lung. But 
what of the little girl who eats rat 
poison? What is the toxic ingredient in 
this particular preparation? Is there an 
antidote? What are the complications to 
be watched for? An immediate answer 
to these questions will help materially. 

Burns, fractures, penetrating wounds, 
lacerations, shock, intracranial hemor- 
rhage, and ruptured viscera are some of 
the conditions which may be encountered 
in the accident patient. Roach powder, 
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pesticides, medicines, floor polish, moth 
balls, cosmetics are but a few of the 
poisons which may be eaten by the little 
child. 


To help the physician to be more ef- 
fective in his care of victims of accidents 
and poisonings, I would suggest that 
more time be given to these conditions 
in the training of interns, in general 
meetings such as this, and in postgrad- 
uate courses for the general practitioner 
and for the pediatrician. Further, | 
would urge that every doctor’s office and 
every emergency room in a hospital jiave 
available for quick reference not only a 
textbook on traumatic surgery but also 1 
or 2 reference books which discuss the 
common household items which might be 
implicated in poisonings. Two such yol- 
umes which I have found valuable are 
Symptoms and Treatment of Acute [’oi- 
soning by G. H. W. Lucas, and Hand- 
hook of Pediatric Medical Emergencies 
by Desanctis and Varga. 


A recent development which should 
prove of considerable value in the realm 
of accidental poisonings is the establish- 
ment of poisoning control centers in our 
larger communities. The first such cen- 
ter is now in operation in Chicago, and 
others are being established in Boston, 
New York, and Cincinnati. These cen- 
ters will treat poisonings, conduct spe- 
cial studies as to their cause, and pro- 
mote their prevention. They will also 
serve as information centers to which 
the practicing physician can turn for 
help at any time. 


The third field of activity to which we 
must bend our effort is that of educa- 
tion. The only way in which we can hope 
to reduce the number of accidents and 
poisonings in children is through preven- 
tion, and prevention hinges on educating 
the public about the need and methods 
of forestalling accidents. 


Many national organizations have en- 
gaged in educational efforts—The Na- 
tional Safety Council, the American Au- 
tomobile Association, the American Red 
Cross, the National Board of Fire Un- 
derwriters, and the National Committee 
for Traffic Safety. Public health associ- 
ations have carried on special campaigns. 
The American Academy of Pediatrics, 
through its Committee of Accident Pre- 
vention, has promoted State and _ local 
conferences. It has stimulated the forma- 
tion of accident prevention committees, 
and, with the assistance of the Metro- 
politan Life Insurance Company, !ias 
prepared a number of educational paim- 
phlets. The American Medical Associa- 
tion has long been concerned with acci- 
dental trauma and more recently 
entered the field of poisonings through 
its Committees of Toxicology and Pesti- 
cides. 


These organizations and others have 
done yeoman service, and they need our 
thanks for what they have accomplisiied 
and our support as they continue their 
work. But their efforts alone are not 
sufficient. They must be joined by that 
individual who, in my opinion, is ‘he 
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greatest single source of strength in our 
educational effort, the practicing physi- 
cian. It is he who can most easily in- 
fluence the two key individuals in our 
war against accidents and poisonings— 
the parent and the child. 


It is my sincere hope that medical or- 
ganizations will spearhead an educational 
effort in which the parents of America, 
along with their children, will be taught 
the fundamentals of preventing accidents 
and poisonings. This education should be 
carried on where it will be most valuable 
—in the office of the physician and in the 
home of the child. And it should be car- 
ried on by the one whose word would be 
most heeded—the family physician. 


WHAT PHYSICIANS CAN DO 


There are a number of ways in which 
the practicing physician can participate 
in such an educational effort. I would 
like to make six specific suggestions— 
suggestions culled from the experience 
of others and from my practice. 


The physician must become safety- 
minded in the prescribing of drugs. Spe- 
cific instructions should be given to the 
family and to the druggist. The mother 
should be told what the drug is for and 
how it is to be given. General instruc- 
tions on the label should be avoided. “A 
spoonful as needed,” may be understood 
the day it is prescribed, but a month 
later the parents may have forgotten the 
indications for its use as well as the size 
of the spoon, with regretful results. 


The amount of a drug prescribed 
should be limited to a quantity sufficient 
for 2 or 3 days only. Recently I saw a 
prescription written for 6 ounces of a 
sulfa preparation for a child with a mild 
upper respiratory infection. I pictured 
what might happen. The child would 
probably be well by the time he had 
taken 2 or 3 ounces. The half filled bottle 
would then be put in the medicine chest 
or on the windowsill in the bathroom. 
There it would sit until it could be used 
for some subsequent illness in the fam- 
ily, or else it would be found by some 
adventuresome youngster and gleefully 
drunk. 


I may or may not have been right in 
this particular instance, but I know that 
the medicine closets of many families in 
this country are cluttered with bottles 
half filled with medicine or boxes par- 
tially filled with tablets which are poten- 
tial poisoners of children. To prescribe 
only what is needed for a specific illness 
and that only for a specific period of 
time is good medicine—it is also one of 
the first steps in preventing drug poison- 
ings. 

The physician should take time to dis- 
cuss accidents and poisonings with par- 
ents when they bring their children to 
his office. This is of particular impor- 
tance when the child is between the ages 
of 1 and 4 the danger age. Mention 
Should be made of the type of activity in 
which the child is likely to participate 
such as crawling, climbing, investigating 
with the fingers, and putting objects in 
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the mouth. The parent should be shown 
how these activities can lead to trouble 
if ordinary precautions are not taken. 

Attention should be called to the spe- 
cial care which should be taken near 
such items as stoves, floor furnaces, hot 
water, stepladders, and electrical outlets. 
The need for keeping such articles as 
liniments, medicines, fingernail polish, 
floor wax, and insecticides in a place 
where the child cannot get to them 
should be emphasized. The parents should 
be urged to make a survey of the yard 
and playground to see that hazards such 
as broken glass, wooden stakes, and 
sharp tools are not present. 

The children themselves should be 
talked to about accidents and poisonings. 
Many a youngster will listen with more 


attention to his doctor than he will to his 
parents. They should be told of the need 
for staying out of the street, of the care 
which they must exercise when riding 
tricycles and bicycles, of the dangers of 
playing with matches and_ firecrackers. 
They should be warned against taking 
medicines of their own accord. Older 
children, particularly boys, should be told 
of the need for caution with regard to 
swimming and diving—never to go swim- 
ming alone and never to dive into un- 
known water. 

Literature should be available in the 
physician’s office for parents to read and 
to take home for study. Quantities of 
home and child safety materials are avail- 
able from many of the major insurance 
companies. Pamphlets on specific phases 
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of safety education can be obtained from 
the National Safety Council. An excel- 
lent checklist for parents has been pre- 
pared by the American Academy of Pedi- 
atrics. Published information of this 
type, or perhaps material especially pre- 
pared by the American Academy of Gen- 
eral Practice, needs to be placed in every 
general practitioner’s office. There is no 
telling how much of this would be read, 
but I have yet to see a parent who did 
not appreciate an article or pamphlet on 
safety when I presented it with the re- 
quest that it be taken home and studied. 

The physician should investigate the 
home and yard environment when mak- 
ing calls. Are the stairs safe for the 
youngsters? Are there proper safeguards 
around the stove and fireplace? Are cig- 
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arette lighters or matches lying within 
easy reach of the children? Are the win- 
dow screens securely fastened? Is there 
a special place for medicines ? 

These are but a few of the questions 
which the physician with a keen eye and 
inquiring mind will ask himself as he 
goes in to see the sick child. From what 
he sees, the physician can give pertinent 
advice to the parents. 

The physician must become a crusader 
in the cause of accident and poison pre- 
vention. He must convince himself that 
accidents and poisons are the number one 
problem in child health today—and then 
convince others. In the office, in the 
home, at meetings of the PTA, in public 
gatherings, whenever and wherever the 
opportunity presents itself, he must dis- 
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cuss the problem and enlist the support 
of others. 

Typhoid fever was not eradicated with 
the discovery of typhoid vaccine; it only 
disappeared as the public was made to 
understand the value of the vaccine and 
was willing to have it injected into them. 
In the same way, accidents and poison- 
ings will not be diminished materially 
through programs and studies. They will 
only be -reduced as those who are pri- 
marily concerned—physicians, parents, and 
children—appreciate and understand the 
problem and put into practice those meas- 
ures which are needed to bring about a 
change. 

There is nothing unusual or dramatic in 
the suggestions presented—it is the acci- 
dent and not its prevention which is sen- 
sational. I am convinced, however, that 
if every member of this great organiza- 
tion would put these suggestions into ef- 
fect there would be a marked reduction 
in the number of accidents and poison- 
ings in children. 

In conclusion, I would like to stress 
the need for joint effort in our fight 
against the number one killer of our 
children. The task is too large for any 
single organization or for any group 
of individuals. It challenges the com- 
bined effort of all. Local, State, and na- 
tional organizations now in the field 
must be encouraged to continue and to 
increase their efforts. Medical associa- 
tions such as the American Academy of 
General Practice, the American Academy 
of Pediatrics, and the American Medical 
Association must be urged to further ac- 
tivity. Above all, the practicing physician 
who deals with parents and with children 
must be made aware of the problem and 
he stimulated to join his colleagues in 
an all-out campaign of education in this 
fight for the safety and welfare of our 
hovs and girls. 


TREATING YOUNG CHILDREN 
FOR HEARING IMPAIRMENT* 


William G. Hardy, Ph.D., 
Director, Speech and Hearing Center 
John E. Bordley, M.D., 

Professor of Otolaryngology 

Johns Hopkins University School of Medicine, 
Baltimore 

The child with impaired hearing pre- 
sents a special challenge in diagnosis and 
treatment, and, when disability is perma- 
nent, in development and training. be- 
cause of the close relationship between 
impaired hearing and behavior, the earli- 
est possible diagnosis is indicated. Hear- 


*Presented at the meeting of the Medical 
and Chirurgical Faculty of Maryland, April 21, 
1955. Reprinted from Children, September-Oc- 
tober, 1955. 
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ing disability inevitably promotes deviant 
behavior, with varying consequences to 
the individual’s welfare. 


The etiologic pattern is diffuse. The 
great majority of infants and young 
children with hearing handicaps suffer 
from injuries to the auditory nerve, or 
central damage, rather than from the 
middle-ear conditions resulting from up- 
per-respiratory infection, common in 
school-age children. In the past 5 years 
approximately 2,000 children under 6 
with hearing difficulty have been ex- 
amined in the Hearing and Speech Cen- 
ter of the Johns Hopkins Hospital. In a 
small number of them the impairment is 
clearly assignable to familial traits; in a 
large number it belongs in the category 
of undeterminable etiology. Some of the 
latter have had no contributory medical 
histories, while others have had such ag- 
glomerate histories that precise determi- 
nation of cause is impossible. The re- 
mainder, about 75 percent of all, can be 
subsumed etiologically as: 


1. Ultra-virus infection of the mother 
in the first trimester of pregnancy—the 
causal factor in a high percentage of 
hearing impairment among young. chil- 
dren. 

2. Prolonged or severe anoxia at birth. 


3. Birth injuries and prolonged labor 
with instrumentation. 


4. Erythroblastosis, an anemia connect- 
ed with Rh incompatibility of mother and 
fetus. This is a prevalent factor in audi- 
tory impairment among athetoid children. 

5. Severe viral infections in the first 6 
to 8 months after birth, damaging to the 
hearing structures. 

6. Meningitis, ‘particulariy  influenzal 
meningitis of the very young. 


TYPES OF IMPAIRMENT 


The incidence of hearing impairment 
or relatable language dysfunction among 
preschool children is rapidly rising. This 
may be attributable to the fact that mod- 
ern obstetrics and pediatrics are saving 
more and more defective children who 
formerly might not have survived. All 
the classical types of hearing impairment 
have been found among this age group 
but the proportion of pure conductive 
lesions is small. 

Nerve-type or perceptive impairments 
are caused by atrophy or underdevelop- 
ment of the cochlear nerve, or organ-of- 
Corti cells, in the inner ear, or to lesions 
somewhere along the central auditory 
pathways. High tones are commonly more 
affected than low tones. However, when 
the hearing loss is severe, whatever the 
cause, both high and low tones are in- 
volved. The effect is not only of lessened 
intensity but also of acoustic distortion 
so that understanding as well as hearing 
is impaired. 

In general, no adequately demonstrat- 
ed treatment for perceptive impairment 
exists. However, total nerve-type deaf- 
ness is extremely rare in this age of early 
diagnosis and advanced chemotherapy. 
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The fact that a child does not appear to 
respond to the ordinary limits of sound 
does not mean total impairment. It is a 
rare child, indeed, who does not have 
some residual hearing. The determina- 
tion of how much is a matter for clinical 
testing. 

Conductive impairment results from 
interference with the mechanics of audi- 
tion in the external canal or in the mid- 
dle ear. The effect is the dampening of 
the transmission system, thus diminishing 
the intensity of sound. While this never 
results in total deafness, it may cause 
great difficulty in communication. Chil- 
dren with conductive impairment are apt 
to live in a world of “muddy” sound 
wherein clear distinctions are difficult to 
make, thus hampering their ability to pay 
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attention. In the very young child this 
penalty is particularly severe and com- 
monly causes considerable retardation in 
both language development and _ social 
maturity. In many children with conduc- 
tive impairment, hearing, and therefore 
behavior, fluctuates greatly, to the confu- 
sion of their families. 

Conductive-type hearing impairment in 
a very young child is usually amenable 
to treatment, when diagnosis and follow- 
up action are promptly undertaken. A 
conductive-type impairment involving mid- 
line adenoid tissue and obstruction of the 
Eustachian tubes often complicates a 
basic nerve-type impairment. This can 
he relieved by medical and surgical ther- 
apy, to achieve a permanent baseline of 
hearing. 
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A psychogenic hearing impairment also 
exists which presents no symptoms of 
otic pathology but affects normal func- 
tioning. By no means rare in children, 
this usually presents a difficult diagnostic 
problem. 

Another problem evidently rapidly in- 
creasing in incidence is only apparently 
one of hearing. A child fails to respond 
to sound although he has a normal hear- 
ing end-organ. The core of the problem 
is at a higher level, in the cerebrum, and 
involves not the reception but the percep- 
tion of sound. Sound penetrates to the 
brain, but lesions there or developmental 
lacks prevent a normal association of it 
with meanings and therefore interfere 
seriously with the development of appro- 


priate responses and of the structure of 
the verbal symbolism called language. 


HEARING EVALUATION 


Evaluation of a small child’s hearing 
acuity and potential is net a simple proc- 
ess. It requires a careful case history 
with special attention to prenatal and 
natal events which could be causal fac- 
tors, the time parents suspected a hearing 
loss, possible contributory data in post- 
natal history, and the degree of normal- 
ity in the child’s physical and social de- 
velopment as well as a careful study of 
his reactions to sound, including direct 
observation of the child and inquiry of 
the parents. It also involves careful ob- 
servation of the child’s play activity, his 
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adaptation to new situations, his motor 
development, attention span, and _ social 
maturity. 


Otherwise normal children with im- 
paired hearing soon become highly yis- 
ually-oriented; by the age of 24 to 30 
months they will have developed an ex- 
tensive gesture language. Those with a 
fair amount of residual hearing will be 
using their voices quite consistently in 
babble and will have made definite at- 
tempts to communicate verbally. Very 
deaf children will not continue to babble 
freely, for they cannot monitor their 
own vocal attempts well enough. Those 
with central disorders, wherein the trou- 
ble lies in the cerebrum rather than in 
the end-organ, will commonly ignore 
sound or respond only sporadically. 


A thorough diagnostic work-up in- 
volves a complete otorhinologic exami- 
nation, including careful inspection with 
a nasopharyngoscope. Important, too, is 
careful pure-tone audiometry. A diflicult 
procedure with most young children with 
impaired hearing, this usually requires 
the services and facilities of a special 
clinical center. However, a general physi- 
cian can find out a lot about a child's 
hearing provided that the sounds he uses 
for testing are of known values of in- 
tensity and pitch. 


The early detection of hearing impair- 
ment in young children depends largely 
on the astuteness of the pediatrician and 
the general practitioner in interpreting 
the developmental history and in observ- 
ing the degree of language development. 


A child talks because he hears and as 
he hears. Gradually, with much imitation 
and reiteration, he begins to relate sounds 
to meanings and to develop language 
comprehension; only then does he start 
to talk. If the child’s hearing is severely 
impaired, ordinary sound is meaningless 
to him; very loud sound will capture his 
attention but will not continue to do so 
until and unless it becomes a daily, hour- 
ly experience. If he has a moderate-to- 
severe impairment, with fairly good re- 
sidual hearing for low-pitched sounds, he 
will respond to a variety of sounds if 
paying attention to them is worth while. 


Some children, with severe acoustic 
distortion—good acuity for low pitches 
but rapid deterioration as pitch increases 
—learn very soon to ignore sound. Hear- 
ing something of everything but not 
enough of anything, they have little op- 
portunity to learn to discriminate be- 
tween father’s voice and mother’s voice, 
or the telephone bell and the tinkle of the 
Good Humor man. In a world wherein 
most sound is very much alike, they will 
stop making the unrewarding effort to- 
ward an impossible differentiation. Con- 
sequently, many are mistaken as mental 
defectives. 


A similar sequence may be implicit in 
the behavior of the brain-damaged or 
cerebrally maldeveloped child. In him 
sound penetrates the analytical structure 
of the end-organ but is not translated 
readily into meaning at the cerebral as- 
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sociative levels of differentiation and re- 
call. Thus the development of normal 
language symbolism is blocked. These 
children need special training which is 
very different from the kind needed by 
the deaf child. 

In plain terms, children with severe 
hearing impairment do not develop nat- 
urally as do their peers with normal 
hearing. Lacking a fundamental compo- 
nent of the natural means to communi- 
cate, they find learning a slow and com- 
plicated process. Moreover, many of 
those whe come to clinical attention pre- 
sent a combination of defects—auditory, 
intellectual, and psychological. The diag- 
nostic problem frequently resolves itself 
into « determination of whether hearing 
impairment plays any part in the deviant 
development. 

Between the ages of 2 and 6 years 
children are highly absorptive re- 
sponsive and at their peak as natural 
language-learning mechanisms. Therefore, 
medical or surgical measures to correct 
hearing loss should be carried out as 
early as possible. Children with perma- 
nently impaired hearing must have a 
careful evaluation of its degree and the 
relation of this to general development 
and behavior, so that plans can be made 
for habilitation or rehabilitation. 

Few children are totally deaf; most 
can gain some material benefit from the 
use of a wearable hearing aid. Once the 
picture of the child’s hearing loss and po- 
tential is obtained, effort should be made 
to put his residual hearing to use as an 
adjunct in learning language. For chil- 
dren with profound hearing defect, vision 
must be the basic stimulus, with audition 
an adjunct. For those with a relatively 
large amount of residual hearing (down 
to about 65 decibels below normal), audi- 
tion can be basic, as it is normally, with 
vision adjunctive in language learning. 
Many children whose hearing impairment 
is moderate or severe can be brought to 
normal functioning with training and the 
use of a hearing aid. 


A COMMUNICATIVE DYSFUNCTION 


Deafness is a dysfunction not only of 
the ears but of the listening mind. Many 
children with quite good potential levels 
of auditory acuity become functionally 
deaf because they have never had the op- 
portunity to learn to hear. A recent diag- 
nostic analysis of 572 preschool-age chil- 
dren suspected of hearing impairment 
because they did not develop normal lan- 
guage and speech, revealed that 116 had 
normal auditory end-organs. Their de- 
velopmental lacks were caused by a va- 
riety of factors, from mental deficiency 
to behavioral pressures. In this study 
speech-hearing potentials were generalized 
from pure-tone audiograms obtained by 
a special measuring technique, galvanic 
skin-resistance audiometry. In this pro- 
cedure a very young child responds to 
sound with an involuntary reflex. 

Over 2,000 preschool-age children with 
hearing difficulty have been tested by 
skin-resistance audiometry in the past 5 
years. Only 27 percent were found to be 


profoundly deaf. Apparently only about 
30 percent of educable children with 
hearing impairment are educatively deaf, 
that is, require special residential or day- 
school training. 

All children with handicapping hearing 
impairment require special help at both 
preschool and school ages; how much 
and what kind depends on the child’s 
particular needs and capacities. Those 
with mild or moderate impairment are 
well within reach of a wearable hearing 
aid and, other things being equal, can be 
expected to function within normal hear- 
ing range. Those with severe impair- 
ment require a great deal of careful 
analysis and special help. Whether even- 
tually they will emerge as “hard-of- 
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hearing” or as “deaf” children depends 
largely on the way they are handled and 
how society helps them meet their prob- 
lems. 

The 2-year-old with a severe hearing 
impairment does not belong in school; he 
is not yet ready to learn in any formal 
regimen of teaching. Once the clinical 
picture is clear, his parents must be 
taught every possible insight into his 
needs and ways to meet them, how to 
help him discriminate between sounds 
and to learn language, usually with the 
constant use of a wearable hearing aid, 
and eventually to develop understandable 
speech. This as well as the determina- 
tion of hearing loss and potential is an 
important aspect of clinical audiology. 
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SOME BASIC CONCEPTS 


A few generalizations can be made 
from our experience of the past several 
years in dealing with a large group of 
preschool children with hearing handi- 
caps. These encompass 10 basic concepts :' 


1. Hearing rehabilitation is a many- 
sided cooperative endeavor involving the 
pediatrician, the otologist, the clinical au- 
diologist, the psychologist, the teacher, 
and, above all, the parent, working as a 
team. 


1. Pauls, Miriam D.; Hardy, William G.: 
Hearing impairment in preschool-age children. 
The Laryngoscope. 63:534-544, June 1953. 
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children 
with hearing impairment involves acous- 
tic, linguistic, visual, behavioral, develop- 


2. Communication ability in 


mental sensory-motor, and social ele- 
ments. Hearing, speech, and language 
cannot be isolated fron’ one another or 
divorced from the overall developmental 
processes. 

3. Treatment and training should be 
based on a full diagnostic appraisal in- 
cluding an early measurement of the 
amount of residual hearing, and, when 
possible, the child’s ability to use it. 

4. Treatment and training should be 
started as early as possible in the child’s 
life, preferably between the ages of 18 
to 30 months. So far as tools of com- 
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munication are concerned, the child’s ¢a- 
reer begins in infancy. 

5. With appropriate handling, many 
children having a profound impairment 
can learn to understand speech and to 
talk. 

6. The majority of children with im- 
paired hearing have a great deal of re- 
sidual hearing and can make good use of 
amplified sound, providing this is started 
at an early age when sound can become 
an integral part of the developing mind. 
Even the child with a profound loss can 
benefit from amplification to some de- 
gree. 

7. Wearable hearing aids provide the 
means for putting the child in contact 
with sound through all his waking hours, 
Children seem to make the best adjust- 
ment to them between 2 and 3 years of 
age, but the time for providing the aid 
must be set for each child according to 
his readiness and needs. 

8. Some special handling is always 
necessary at home and at school for chil- 
dren with handicapping hearing impair- 
ment. Whether it should involve special 
work in a regular nursery school or ele- 
mentary school or in a special day or 
residential institution is a task for care- 
ful audiologic-educative determination, 

9. Most children develop best in a sit- 
uation that is the closest approach to a 
normal setting, while meeting their spe- 
cial needs. 

10. Parental understanding and parent 
guidance are the keys to working with 
children having severe hearing impair- 
ment. Progress with the child is usually 
made in direct proportion to the parents’ 
understanding and acceptance of the 
problem they face. They need to under- 
stand how communication develops, and 
how they can and must stimulate it in the 
minute-by-minute experiences of their 
child. They must be shown how to com- 
municate clearly and simply at short dis- 
tance, using the same vocabulary over 
and over in a wide variety of situations, 
until meaningful associations are grasped 
and the child begins to relate and store 
them, and eventually to reproduce them 
in his own speech. They must learn how 
to anticipate communicative requirements 
and to expand the child’s vocabulary. 


TWO PRINCIPLES 


This framework rests on two convic- 
tions which have special implications for 
medicine and education: 

1. Although each child is a unique indi- 
vidual, with his own special needs in 
communicative development, generalized 
methods can be made to work as the pro- 
fessional team learns to work together. 

2. The utilization of modern electronics 
makes possihle an emphasis on hearing, 
not deafness, in the prospectus of the 
child’s future. 

A large group of veteran hearing-aid 
users under the age of 6 are now giving 
direct evidence that children with serious 
hearing impairment can and do learn lan- 
guage and speech if an appropriate pro- 
gram is launched early enough and is 
followed through in the formative years. 
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IMPAIRMENTS AMONG 
YOUNG PEOPLE* 

Now that the mortality at the younger 
ages has been reduced to very low levels, 
it is possible to focus greater attention 
on the care and rehabilitation of children 
and young people who are impaired. 
There is abundant evidence that the 
problem is one of major proportions, 
even though an accurate appraisal of its 
magnitude cannot be made because of 
the lack of precise statistics on the vari- 
ous impairments. The problem, more- 
over, is not limited to physical deformi- 
ties; it includes also mental and person- 
ality disorders. 

Orthopedic impairments are among the 
most common defects at the ages under 
21. According to some estimates, the 
number with such impairments exceeds 
one million, but this probably includes 
deformities of a relatively minor char- 
acter. About half this figure more nearly 
represents the more seriously crippled 
cases. Cerebral palsy and epilepsy each 
affect from 200,000 to 300,000 people 
under age 21. The number totally blind 
at these ages is relatively small—less 
than 20,000—but there are at least four 
times as many with serious visual handi- 
caps and a greater proportion with im- 
paired vision uncorrected. There is also 
a high incidence of seriously impaired 
hearing, estimates varying from about 
300,000 to more than 1,000,000, depend- 
ing upon what degree of hearing loss is 
considered. The totally deaf, including 
mutes, come to about 50,000. 

Heart disease (chiefly of rheumatic 
origin) is a leading cause of impairment 
in young people. Although the incidence 
of rheumatic fever has been declining, 
the number affected by heart disease and 
acute rheumatic fever is variously eSsti- 
mated at 500,000 to 700,000. Diabetes, 
cancer, and other diseases likewise add 
considerably to the total of impaired 
young lives. 

Large numbers of children and adoles- 
cents have personality defects or mental 
disorders that are a threat to their fu- 
ture life and happiness. The proportion 
requiring treatment is unknown, but a 
recent study in the New Haven metro- 
politan area indicated that about three 
per 1,000 in the teen-age group were 
under psychiatric care. In the country 
as a whole there are about 10,000 under 
age 21 in hospitals for mental disorders, 
exclusive of those for mental defectives 
and epileptics. Many more could be 
helped by early and adequate care. Im- 
pairment of intelligence sufficient to in- 
terfere with ability to learn is present in 
more than 1,500,000 people under age 21. 
Of this total, about one quarter have a 
very low order of intelligence. Approxi- 
mately 40,000 at these ages are in insti- 
tutions for mental defectives and epi- 
leptics. 

Comprehensive data on the causes of 
crippling are lacking, but an insight into 
their relative importance is available 
from statistics on persons under age 21 


“Reprinted from Statistical Bulletin, Metro- 
Politan Life Insurance Company, August, 1955. 
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who received care for orthopedic im- 
pairments under the Crippled Children’s 
Program. This program is operated by 
State crippled children’s agencies with 
Federal support through the Children’s 
Bureau. The largest single category 
under care during 1952 consisted of 
those suffering residual effects from 
poliomyelitis. These cases were in addi- 
tion to the large number who received 
care during the acute stage of the dis- 
ease or where crippling may not have 
been involved. Clubfoot ranked second 
among the major causes of orthopedic 
impairments, followed by crippling due 
to accidents. Deformities resulting from 
osteomyelitis and tuberculosis comprise 
a small proportion of the total. Their 


frequency is declining as a result of the 
improvement in treatment of bone infec- 
tions and the declining incidence of 
tuberculosis in children. Among children 
with nonorthopedic impairments cared 
for under this program, the number 
with congenital malformations, chiefly 
cleft palate and congenital heart disease, 
was about the same as the number with 
clubfoot. : 

Altogether, about five per 1,000 chil- 
dren under age 21 receive care under 
this program. This is by no means a 
measure of the disability existing among 
these young people. First, a great many 
are given care outside the program. 
Then, too, the States vary widely with 
respect to the extent of the provisions 
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they make for the care of children with 
impairments. In fact, in many States 
those cared for under the program rep- 
resent only a small fraction of the total 
number of impaired children served by 
physicians in hospitals and in private 
practice. Of the 47 States and the Dis- 
trict of Columbia participating in the 
program in 1952, the proportion of the 
population under age 21 served under 
the program varied from less than one 
per 1,000 in two States to more than 
10 per 1,000 in six States. Even for 
orthopedic defects, which are included in 
all State programs, the rates varied 
from less than one per 1,000 in four 
States to more than five per 1,000 in 
eight States, compared with a_ national 
average of two per 1,000. 


The large number of young people in 
our country affected by various physical 
and mental impairments presents a real 
challenge. Thanks to the advances in 
medicine, surgery, and the methods of 
rehabilitation, many of these children 
can overcome their handicaps, at least 
in some degree. There is definite need, 
however, for intensification and expan- 
sion of effort in many directions, the 
rapid growth of the child population in 
recent years giving added urgency to the 
situation. Increasing emphasis is being 
put on the prevention of various dis- 
abilities. Inasmuch as the factors caus- 
ing a number of the impairments, par- 
ticularly those of congenital origin, are 
unknown, much research will be re- 
quired. A good example of what can be 
accomplished by research is the recent 
discovery that retrolental fibroplasia, an 
important cause of blindness in children, 
is due to the administration of high 
concentrations of oxygen to premature 
infants. Accordingly, procedures relating 
to oxygen therapy, which often saves 
the lives of such infants, have been 
modified, and the incidence of blindness 
in children may be expected to decline 
radically within the next few years. 
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sium ions contribute to gentle laxation. Safe and easy 
to use. APPLICATIONS FOR 
GOOD FOR GRANDMA, TOO! 
CALIFORNIA 
Especially valuable for thin, under-par elderly patients with Cross, Bird G., (Renewal) 911 W. Center St, 
hard, dry stools. Supplies nutritianal factors from rich bar- Anaheim 
ley malt. DOSE: 2 Tbs. A.M. and 2 Tbs. P.M. until stools Slavens, Henry E., (Renewal) 637 E. Elm St., 
are soft, then 1 or 2 Tbs. P.M. Take in coffee or milk. ag > Sawyer, (Renewal) 2035 N. Los 
Somples and literature on request Robles Ave., Pasadena 6 
sium corbonate. In 8 on ond BORCHERDT MALT EXTRACT CO. FLORIDA 
16 oz. bottles. 217 N. Wolcott Ave., Chicago 12, lil. Doctor, Frederick C., Jr., (Renewal) 944 N.E. 


20th Ave., Fort Lauderdale 


ILLINOIS 


Hasbrouck, Melvin B., (Renewal) 307 Illinois 


FOR OLDER PATIENTS... 5 Ave., St. Charles 
moo ——~ Brown, John E., 2 S. Main St., Clarkston 


. Joseph, Nathan A., Box 297, Sheridan 


2 CHRONIC URINARY INFECTIONS 


MISSOURI 
Loula L., (Renewal) 3743 Main 
without irritation, w D. K., (Renewal) 814 W. 16th St. Se- 

as ne d memb hile p NEW YORK 

Hyman, Gilmore, (Renewal) 1547 Cleveland 


Ave., East Meadow, L.I. 


OHIO 
James, George F., (Renewal) 1392. Gladys 
Ave., Lakewood 7 


| PENNSYLVANIA 
| Salkind, Morris (Renewal) 4 N. 36th St., !’hil- 
adelphia 39 


Div., BORCHERDT MALT EXTRACT C | SOUTH DAKOTA 
217 N. Wolcott Ave., Chicago 12, iI! |  Wasner, P. W., (Renewal) 215 Waite Block, 
| Deadwood 
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TEXAS 


Jones, William  A., (Renewal) 4402 Prescott i 
Corpus Christi 
| 


VERMONT 


May. Marvin, 35 Park St., Brandon 

Lovell, Lester H., (Renewal) 15 Western Ave., 
Brattleboro 

Anton, George T., Cross St., Island Pond 

Tacobs. Lincoln A., Morristown 


CHANGES OF ADDRESS 
AND NEW LOCATIONS 


Apgar, Carlton G., DMS 755; Osteopathic Hos- 
pital of Maine, 335 Brighton Ave., Portland 
4, Maine 

Armstrong, Claire E., from 18934 Biltmore, to 
16937 Seven Mile Road, Detroit 35, 


Mich, 

Arp, M. E., from 3217 Corunna Road, to 1051 

S. Ballinger Highway, Flint 3, Mich. 

Astorga, Alex M., COPS ’54; 646 W. San Ber- 
nardino Road, Covina, Calif. 

Barker, Carolyn, from Fort Dodge, Iowa, to 
Oakdale Sanatorium, Oakdale, lowa 

Barnett, Edward, from Ardmore, Okla., to 2115 
Woodbridge, Saginaw, Mich. 

Baron, Milton, from South Gate, Calf., to 
10041 Mattock, Downey, Calif. 

Baumgaertel, G. George, Jr., from 6606 N. 
12th St., to 6711 Frankford Ave., Philadel- 
phia 35, Pa. 

Beckmeyer, H. E., from Sheridan Community 
Hospital, to 214 Main St., Sheridan, Mich. 

Bentz, Robert L., from Bay Vilage, Ohio, to 
1814 Oberlin Ave., Lorain, Ohio 

Blackler, W. J., from 1319 Chicago Drive, S. 
ao 48 W. 28th St., Grand Rapids 9, 
Mich. 


toettger, Lloyd, from 2471 Waterloo Road, to 
2741 Waterloo Road, Stockton 5, Calif. 
Rolin, James C., Jr., from Kansas City, Mo., 
to 1414 Federal Road, Houston 15, Texas 
* 


Bowles, Lloyd D., COPS ’54; 2974 32nd St., 
Sacramento 17, Calif. 


Brooks, Burton C., from 324 Capital Ave., to 
205 N. Main, Bellevue, Mich. . 
Brown, George R., from 81 Pointview Ave., to : ; 
4674 Free Pike, Dayton 6, Ohio oy 


Suell, Charles R., from 1141 N. Hampton 
——_ to 3929 W. Jefferson Blvd., Dallas 11, 
exas 
Bullock, John E., from Medford, Ore., to Box 
21, tele, Obie” . OCTORS everywhere depend on the accuracy of Tycos* 
Cacioppo, Alex C., from 3622. Independence 
Ave., fo 2717 Rochester St. Kansas City 20, blood pressure instruments. The Pocket Aneroid gives that 
| securacy in any position ... and it will stay that way unless mis- 
Canis, John. PCO ‘45 6020's W. Court St. used. You know it’s accurate as long as the pointer returns to zero 
Flint 3, Mich. 
Waugh’ Drive, Houston 19, "Texas ...an easy visual check. Weighing only 19 ounces, this Aneroid is 
hambers, trom wensboro, y., to . 
1008 N. Wheeler St., Plant City, Fia. — _ the idea i i ilv 
| bedside instrument. It fits in a zipper case that can easily 
are. to 1432 N. First St, Phoenix 22, be slipped in your pocket or bag. Exclusive hook cuff fits any adult 
‘hapman, Kathryne W.. from 31 E. McDowell 
Hee DN est. Phoenix 22, | arm—on and off in a jiffy. See this instrument at your favorite 
surgical supply dealer. Price $42.50. 


Ariz. 
Chasan, Fred, COPS 54: 7034 Mountain View, 
_ Huntington Park, Calif. 
Cliff, Lloyd W., from Pasadena. Calif., to 1430 


This new TYCOS Wall Aneroid is a “must” for tl 

Colling Kerth 1590 doctor who requires maximum convenience d a. 

Wen from 108° We Ave., | ciency in his Hook 

Copley. COPS S415 Las Tunas f } 

Cale. of connecting tube stores in a wall bracket. 

Way, "Sacramento Cali. | $49.50. Taylor Instrument Companies, Rochester, 
N. Y., and Toronto, Canada. 


_ Calif., to 1233 N. Park Ave., Pomona, Calif. 

Cummins, Clifford D., from Kansas City, Mo., 
_to 333 Grand Canal, Balboa Island, Calif. *Reg. U.S. Pat. Off 

Curreri, John F., PCO 528 Richey Ave., 
W. Collingswood, N. J. 

Davis E. Paul, from Kirksville, Mo., to 4100 
Main Ave., Groves, Texas 

Davis, Lyle B., CCO °55; South Bend Osteo- 
118 S. William St., South 
2. nad, 


j 
A 
I 
j rig 
UI MEAN ACCURACY FIRST 
| ¥ 
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simple, 
comfortable, 
effective 


COTTON COLLAR 
by CAMP 


CAN BE USED IN CASES OF: arth- 


rities, fibrositis, brachial neurop- 
athy, radiculitis, the neck-shoulder- 
hand syndrome, muscle injuries 
and subluxation of vertebral articu- 
lar facets. 


HELPFUL IN: taking X-rays in cases 
of acute injuries, in infections, ex- 
posure to cold and dampness, 
neurologic lesions, poliomyelitis, 
and post-operative care. 


HAS BEEN USED: in cases of cer- 
tain ear conditions, in cases where 
casts or braces were formerly used, 
in occipital neuritis and painful 
swallowing. The Lewin Cotton Col: 
lar has also been used in conjunc- 
tion with the Jackson Pillow or head 
traction or with the Tractolator. 

SUPPORTS, PREVENTS FURTHER INJURY, PRO- 
TECTS AGAINST DRAFTS. HELPS RETAIN BODY 
HEAT, COMFORTABLE. CREATES MILD TRAC- 
TION, REMINDS PATIENT TO BE CAREFUL. 


“As described in THE JOURNAL OF THE 
AMERICAN MEDICAL ASSOCIATION, Vol. 
155, No. 13, July 24, 1954. 


S. H. CAMP AND COMPANY 
Jackson, Michigan 
World's Largest Manufacturers of 
Anatomical Supports 


OFFICES: 200 Madison Ave., New York; 
Merchandise Mart, Chicago 


FACTORIES: Windsor, Ontario; 
London, England 


| De Laurier, 


| Doren, 


| Fasnacht, 


| Fleming, 


| Fujioka, Tad, 


| Killgore, Z. W.. 


C. J., from peat, Mich., to 

Cor. 16th St. & 30th Ave., N., St. Peters- 

burg, Fla. 

Dennis, Ray J., from 2242 N. 35th St., to 5918 
W. North Ave., Milwaukee 8, Wis. 

Desnoyers, John A., CCO °54; 542 Central 
Ave., Dover, N. H. 
Neil C., from Morristown, N. Y., to 
Donatusgasse 39, Linz a/D, Upper Austria 
Dunbar, Willo V., from Kansas City, Mo., to 
Piney View, W. Va 

Eggert, Robert F., from Janesville, Wis., to 
Doctors Hospital, 1087 Dennison Ave., Co- 
lumbus 1, Ohio 

Richard S., PCO ’54: 
pathic Hospital, 234 W. Sixth St., 

Fischer, Ralph L., Jr., KC °55; 224 N. 
St., Jacksonville Beach, Fla. 

Brady K., from St. Joseph, Mo., to 
Breckenridge, Mo. 

Frankenstein, Waldo E. 
Texas, to 170 North 
Mich. 


Erie Osteo- 
Erie, Pa. 
Third 


from Dallas, 
Battle Creek, 


from South Gate, Calif., to 353 
N. Mednik Ave., Los Angeles 22, Calif. 


Gilbert, Jesse L., from 9950 Mina St., to 13470 
Telegraph Road, Whittier, Calif. 

Giliberti, Anthony M., KC ’55; 
Hospital, 405 Grand Ave., Dayton 5, Ohio 
Greenhouse, Maxwell N., from 1851 S. W. 
24th St., to 510 N. E. 56th St., Miami 37, 


z., 
Ave., 


Grandview 


Fla. 

Gregory, Wallace R., from 81 Kendrick Ave., 
to 754 ~ Esplanade, Mount Clemens, Mich. 

Grow, D. from Superior, Wis., to 617 E. 
Grand Pod Beloit, Wis. 

Haberer, Bert. from Oakland. Calif., to 295 
Ridgewood Drive, Eureka, Calif. 

Haberer, Beth, from Alameda, Calif., to 295 
Ridgewood Drive, Eureka, Calif. 

Hammond, C. W., Jr., from 2634 Arbuckle 
Ave., to 5319 Del Monte Drive, Houston 19, 
Texas 

Harbour, Paul B., 
tenhouse Claridge Apts., 


from Milton, Mass., to Rit- 
18th & Walnut Sts., 
Philadelphia 3, Pa. 


Hardy, Arthur H., from 6311 Lyons St., to 
638 Kress St., Houston 20, Texas 

Haven, Harral R., from Tulsa, Okla., to 1026 
N. Seventh, Grand Junction, Colo. 

Hawes, John R., from 1940 El Cajon Blvd., 
to 3843 Fairmount St., San Diego 5, Calif. 
Higger, Louis. from 1024 S. Dunsmuir Ave., 
S. Vermont Ave., Los Angeles 5, 
Darwin, from 921 N. W. 13th St.. to 
2509 S. Agnew St., Oklahoma City 8, Okla 
Hoose, John M., from Iron River. Mich., to 

28301 Novi Road. Walled Lake. Mich. 
Huffnagle, Joseph V., from 147B Haddon Hills 
an to 101 Bowood Drive, Haddonfield, 


Hixson, 


Imamura, Eugene H., from 1020 Seaboard 
a to 20330 Ballinger Road, Seattle 55, 
ash. 
Jaggers, Donald B., from Ocean City, N. J., 
to 615 Main St., "Toms River. 


N. 
Jay, Byron B., from Fornfelt, Mo., to 107 E. 
Carlisle, Marion, Ky. 


Kantzler. George W., from 16937 W. Seven 
Mile Road, to 18601 W. Seven Mile Road, 
Detroit 19, Mich. 

from 103 Grove Ave., to 105 

Grove Ave., Michigan Center, Mich. 

Kinsman, Calvin T.. KC °55: Wetzel 
_ Hospital, 105 E. Ohio =. 


Samuel, from 3234 W. 
Ave.. to 1307 E. Cardeza St., 
19, Pa. 


Kobes, Kenneth J., from Grand Rapids, Mich., 
to 42 S. Wilson, Grandville, Mich. 


Laman, J. E., from Delton, Mich., to 174 Ter- 
ritorial, Benton Harbor. Mich. 

Lee, Brendan J.. from Trenton, Mich.. to 636 
E. Fourteen Mile Road, Clawson, Mich. 

Lindsay, Allan J., PCO ’54; 385 Pontiac Ave.. 
Cranston 10, R. 

Lurie. William from 43 Walnut 
S. Main St., Hubbard, Ohio 


Robert F., PCO °54; Detroit Osteo- 
12523 Third Ave., Detroit 3, 


Osteo- 
Clinton, 


Montgomery 


Kniazer, 
Philadelphia 


to 32 


MacLeod. 
pathic Hospital, 
Mich. 

Magen, Myron S., from 10024 Olmos Drive, to 
5101 Ross Ave., Dallas 6, Texas 

Mallery, William R., from Kirksville, Mo.. to 
726 W. Canterbury, University City 24, Mo. 

Martimick, Andrew, from 518 Maple Blvd., t 
6033 Tracy Ave., Kansas City 10, Mo. 

McClure, H. D., from 802 E. Patterson Ave., 
to Hills of Home Farm, Route 1, P. O. Box 
716, Kirksville, Mo. 

McDevitt, Frank J.. from Detroit. Mich., to 
18264 Lexington, Redford Township, Mich. 

McNaughton, Thomas J., CCO °54; 4147 N. 
39th St.. Milwaukee 16, Wis. 

McNutt, Frank H., from Kirksville, 
617 Cole. Watertown, Wis. 

Mieden, Wi'liam, from Cocoa, Fla.. to 903 N. 
Federal Highway, Fort Lauderdale, Fla. 


Mo., to 


Seals, James R., COPS "sas 
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Molisky, Albert, from Weirton, W. Va., to 
1300 Main St., Follansbee, W. Va. 

Moylan, George T., from Tucson, Ariz., to 146 
N. Center St., Northville, Mich. 

Nahrgang, George B., from 2995 Jefferson St., 
to 2031 Broadway, Boulder, Colo. 

Neer, Howard L., from General Delivery, to 
Box 397, Lutz, Fila. 

Nordstrom, C. Edward, from Center Blie., to 
508 S. Main St. i Carthage, Mo. 

Nugent, Thomas E., from Garden City, Mich., 
to 2997 M. 59 White Lake, Route 2, \il- 
ford, Mich. 

Olson, Albert R., from Garden City, Mich., to 
50 Lamotte, Sandusky, Mic 

Owen, Richard E., from Camden, 
Sharon, Tenn. 

Packard, R. M., from 409 Citizens Bank Bldg., 
to 1101 W. Washington Ave., Jonesboro, Ark. 

Palmer, james Duane, CCO °54; 1935 Colo- 
rado Blvd., Eagle Rock, Calif. 

Parkins, George A., from Concord, Mich... to 
Parkview Hospital, 1920 Parkwood A\ve., 
Toledo 2, Ohio 

Powell, George B., KC °55; Stevens Park Os. 
teopathic Hospital, 1141 N. Hampton Koad, 
Dallas 11, Texas 

Raynes, Seymour D., COPS 754; 6259 W. 
Fort St., Detroit 9, Mich. 

Reuter, Edward C., from Kiron, Iowa, 
E. North St., Appleton, Wis. 

Ricard, Stewart A., Jr., from Grosse Pointe, 
Mich., to Lowell, Ohio 

Riccelli, John A., from 
Los Angeles County 
1100 N. Mission Road, Los 
Calif. 

Rooney, John R., KC ’54; 

Road. Olmsted Falls, Ohio 

Rich, William B., from cry Mich., to 343 
Penhale Ave., Campbell, 

Riche, William H., from Martin Bldg., 
S. Noland, Independence, Mo. 

Rooney, Edward M., from Kirksville, Mo., to 
27521 Lorain Road, North Olmsted, Ohio 

Ruffle, John R., from Groves, Texas, to 905 E. 
Harrison St., Kirksville, Mo. 

Samblanet, H. Louis, _ Chicago, Ill.. to 
2719 Cleveland Ave., N. Canton 9 Ohio 

Oo "7825 | Western 
Ave., Los Angeles 47, Calif. 

Secor, J. N., from 21983 Huron River Drive, 
to 21969 Huron River Drive, Rockwood, 
Mich. 

Seelye, Robert L., from Box 146, to Chain-O- 
Lakes Clinic, Central Lake, Mich. 

Segel, John Douglas, from 1100 N. Mission 
Road, to 766 S. Kingsley Drive, Los Angeles 
5, Calif. 

Servais, J. A., from 20 Alfred St., 
fred St., Biddeford, Maine 

Shapiro, Daniel M., from Cliffside Park, N. J., 
to 1291 President St., Brooklyn 13, = Y: 

Sheppard, Richard N., from Cleveland, to 
22204 Lorain Road, Fairview Park 36, ‘nie 

Sherwood, Anthony (change of name from An- 
thony Szymanski) PCO ’54; 10970 Biscayne 
Blvd., Miami 38, Fla. ; 

Southard, Robert P., from 404 High St.. N. 
E., to 743 Fairway Drive, N. E., Warren, 


io 
Spanos, Michael G.. from Cleveland, 
. F. W. Bldg., Bradford, Tenn. 
Stein, Milton E., from Los Angeles, Ca'if.. to 
0% N. Avalon Blvd., Wilmington, Calif. 
Steinberg, Milton S., from 209 Brush Creek 
Blvd., to Osteopathic Hospital of Kansas 
City, 926 E. 11th St.. Kansas City 6, Mo. 
Turfler, David E., from 115 S. William St., 
to 336 W. Navarre St.. South Bend 16, Ind. 
Turton, Robert L., CCO °55; 1730 Bryden 
Road, Columbus 5, Ohio 
Ufkes, Herbert C., from Chicago, IIl., 
Keller Ave., North Judson, Ind. 
Vosler, John Albert. KCOS °55; 3631 Stanford 
Place, Dayton 6, Ohio 


Walters, Earl Vance. from Hillsdale, Mich.. to 
513 Garland St., Flint 2, Mich. 
Warn, James D., CCO °54; 457-59 

Lakeside. Calif. 
Waxman, Samuel, from Los Angeles. Calif.. to 
12631 Lakewood Blvd., Downey, Calif. 
Wilson, Richard I.. from 1087 Dennison Ave., 
6 N. High St. Columbus 8, Ohio 
Michael P., from Mount Clemens, 
to 12811 ‘Harper Ave., St. Clair 
Mich. 
George D.. KC 55; 3212 Janu- 
ary Ave., St. Louis 9, Mo. 
Wood, Paul A.. from 215 N. Ellis, to 1246 
Perryville Road. Cape Girardeau, Mo. 
Wyatt, William E., from Portland, Maine. to 
Buckfield, Maine 
Ying, Lloyd, COPS ’54; 
pathic oe 10000 Geddes 
lanti, Mich. 
Young, Bleakley, KCOS 
pital, Carson City, Mich. 


Zeldin, Aaron, from Lykens, Pa., to 2/19 Stone- 
way Lane, Merion, Pa. 


Tenn... to 


to 326 


Sandusky, Ohio. to 
Osteopathic Hospital, 
Angeles 33, 


7012 Columbia 


to 831 


to 61 Al- 


Ohio, to 


to 311 


Maine “t., 


O-teo- 


Ridgewood 
nsi- 


Road, 


Carson City lHos- 


{en 
; 
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in pediatrics and 
in pregnancy 


... a logical approach to functional 
nausea and vomiting... try non- 
hypnotic, non-narcotic EMETROL 


first, before resorting to potent a a 
drugs with undesirable side effects. 
“A safe and physiologic agent,” 


proved highly effective in children? 
and pregnant women,! EMETROL 
“is free of annoying side effects... 
neither stimulates nor depresses 
...and is relatively inexpensive.’”! 


ETR 


(Phosphorated Carbohydrate Solution) 


for nausea 
and vomiting 


An oral phosphorated carbohydrate 
solution (optimally adjusted pH). 


IMPORTANT: Do not dilute. Avoid 
all other fluids while taking 
EMETROL. 


Average dosage: Children, 1 teaspoon- 
ful every 15 minutes. If dose is not re- 
tained, repeat every 5 minutes. Early 1 ae 
pregnancy, 1 or 2 tablespoonfuls on 
arising, repeated every 3 hours or when- 
ever nausea threatens. ane ee 


Supplied: Bottles of 3 fl.oz. and 16 fl.oz. = 
through all pharmacies. aa 


1. Crunden, A. B., Jr., and Davis, W. A.: Am. J. 


Obst. & Gynec. 65:311, 1953. 
2. Bradley, J. E., et al.: J. Pediat. 38:41, 1951. 


KINNEY & COMPANY, INC. 
COLUMBUS, INDIANA 
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DUAL 
ACTION 


Here is the solution to the age old problem of how to give IMMEDIATE 
and PROLONGED RELIEF to the ASTHMATIC. Now, New, More 
Effective, ASMINOREL offers you both in a single preparation. The 
patient sucks off the outer coating for relief in as little as 90 seconds, then 
swallows the hard core to get sustained relief for hours. 


Try ASMINOREL in your practice TODAY! 


S$. J. TUTAG and COMPANY, Pharmaceuticals 


19180 MT. ELLIOTT AVENUE e 


DETROIT 34, MICHIGAN 


other 
y 
ANT! 
™ 
Ww 3% each tablet contains: 
in outer coating— for rapid sub- 
& lingual absorption 
Arterensl 6 mg- 
jn inner core—for prolonged action 
Ascorbic Acid (1/6 10 mg- 
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acidity and pain 


2 


Biension and emotional strain 


Supplied: Antrenyl-Phenobarbital Tablets (scored), each con- 
taining 5 mg. Antrenyl bromide and 15 mg. phenobarbital. 
ANTRENYL® bromide (oxyphenoniim bromide CIBA) 


(\ Just as a breakwater stems 
(4 the fury and shock of the 


wave motions of the sea, 
H V C effectively reduces the 
spasms of intestinal cramps, 


dysmenorrhea or any smooth 


muscle imbalance. 


Try HVC on your patients today; avail- —* = 


“I 
tse 


al A.O.A. 
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: 
4 
= 
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\ 
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PLEASE—NO FUNNIES) /WHAT You 
CHEER UP ABOUT BUNNIES NEED IS 
THE FIRST } ¢ INSTANT 
"RALSTON 


elim 

QUICKEST MMMMM. NUTTY WHOLE 

4 RALSTON COOKIN” GRAIN FLAVOR 

~ TH | let 

WHEAT GERM 

bine 

wash 

| 

AND Costs Less YOU'RE RIGHT, DOC, | ALWAYS 
THAN 2¢ A BOWL THE SECOND 500 WASY) RECOMMEND he 


INSTANT RALSTON 


y 


DOCTOR, FOR EXPECTANT MOTHERS , 100, INSTANT RALSTON SUPPLIES 
EXTRA NUTRITION. 


PSORIASIS 


When winter comes there is a sharp rise in the 
incidence and severity of psoriasis. Ormsby and Mont- 
gomery' state: “In winter and in cold countries psoriasis 
is much more prevalent than in warmer seasons and 


climates.” 


> 


A clinical investigation? of resistant psoriasis in 
which RIASOL was the only medication used showed 
a decided downward trend under treatment. There was 
definite improvement in 76% of all cases with com- 
plete disappearance of the skin patches in 38% of the 
total. The average period for clearing of the skin was 
less than 8 weeks. 


By way of comparison, another clinical investiga- 
tion’ in which various medications other than RIASOL 
were used showed remissions in only 1614 of the 
cases. 

RIASOL contains 0.45% mercury chemically com- 


bined with soaps, 0.5% phenol and 0.75% cresol in a 
washable, non-staining, odorless vehicle. 


Apply daily after a mild soap bath and thorough 
drying. A thin, invisible, economical film suffices. No 
bandages required. After one week, adjust to patient’s 
progress. 


RIASOL is supplied in 4 and 8 fld. oz. bottles at 
pharmacies or direct. 


1. Diseases of the Skin, 6th ed., 1943, p. 280. 
2. M. Rec. 151:397, 1940. 
3. Arch. Dermat. & Syph. 35:1051, 1937, 


MAIL COUPON TODAY— 
TEST RIASOL YOURSELF 


SHIELD LABORATORIES JAOA—11-5 
12850 Mansfield Ave., Detroit 27, Mich. 


Please send me professional literature and generous clinical package of RIASOL. 


for PSORIASIS 


Before Use of RIASOL a 
— 
| After Use of RIASOL 
I 
Druggist 


Journal A.O.A, 
November, 1955 
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for prenatal supplementation 


choose between these 
2 easy-to-take formulas 


& 


atalins- 


free 


*phosphorus-f° vitamin-mineral capsules 


1 Natalins-PF capsule t.i.d. supplies: 
Vitamin A 6000 units 
Vitamin D 600 units 
Thiamine 
Riboflavin 
Niacinamide 
Pyridoxine HCI 
Calcium pantothenate 
Folic acid 
Vitamin Bis (crystalline) 
Iron (from ferrous sulfate) 


Bottles of 100 


PRESCRIPTION SERVICE 


FOR 


ALLERGIC DISEASES 


ALLERGENIC EXTRACTS, DIAGNOSTIC 
AND THERAPEUTIC 


“the Daily Log 


makes bookkeeping 


Devoted exclusively to the manufacture of 
pollen, fungus, epidermal, food, dust, and 


miscellaneous allergenic extracts for the 
THE DAILY LOG is the key to successful prac- 


: diagnosis and treatment of allergic con- 
tice management—reduces paper work by fol- 


ditions. 
lowing approved record keeping procedures. No 


bookkeeping experience necessary. Charges and 
receipts noted as they occur — professional ex- 
penses classified and totalled each month. Fully 
dated—looseleaf—inexpensive. Single LOG. 36- 
lines per day — $7.25. 72-line Double LOG. 
two 6-mo. volumes—$ 12.50. 


A pollen check list for your state and other 
literature sent on request. 


U.S. Government License No. 103 since 1929 


ALLERGY LABORATORIES, INC. 


1111 N. Lee Avenue 


Order Direct or Write for Complete Information 


COLWELL PUBLISHING COMPANY 


265 University Ave. Champaign, Illinois 


Pasteur Medical Building 
Oklahoma City |, Oklahoma 


7 
7 YY / 
AY 
osphorus-free calciu 450 mg \ 1/ 4 
ASIER!””’ 
& 
| 
| 
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Mead prenatal vitamin-mineral capsules 


1 Natalins capsule t.i.d. supplies: i j j ili 
6000 units both alike in patient acceptability 
Ascorbic acid. ..... «-+- 100 mg. 

Riboflavin. ...... 4.5 mg. small size... easy to swallow 
30 mg. 

Pyridoxine HCI. .......... — 3 mg. 

Calcium pantothenate . .. ; mg. 

mg. 
Vitamin Bis (crystalline) 1 meg. small dosage... one capsule t.i.d. 
fron (from ferrous sulfate). ............. 22mg. 
375 me 

Phosphorus 188 mg. . 


MEAD JOHNSON & COMPANY. EVANSVILLE, INDIANA, U.S. A. 


[MEAD] ce SYMBOL OF SERVICE TO THE PHYSICIAN 


be 
: 
for continuing health and 
vig e “second fo ears” 
& 
: 
= an 
: 
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MONG the many elusive 
symptoms that face the doctor are the vague 
aches and pains which his geriatric patient 
attempts to describe. 

Among the causes for these symptoms is 
calcium deficiency. Due to a highly selective 
dietary your geriatric frequently receives 
inadequate calcium intake. The results of 
such continued deficiency are often muscu- 
lar aches and pains with cramps, particularly 
in the extremities, frequently accompanied 
by increased irritability in all muscle and 
nerve cells and even functional changes in 
the nervous system. 

So when your patient complains of vague 
aches and pains due to calcium deficiency 
we suggest you supplement his diet with 
VM. No. 9. This unique and exclusive 


formula contains not one but two types of 


calcium salts because calcium is absorbed 
best in acid media and the use of two salts 
buffers calcium in the intestinal tract where 
it is absorbed and holds down the pH. Vita- 
mins C and D are also included because they 


are necessary to calcium absorption. 


And in order to increase further the absorp- 
tion of calcium there have been added to 
this effective formula the members of the 
Vitamin B Complex family which is an aid 
to the stimulation of healthy (acidic) flora 
in the intestinal tract. 


For the prevention of an irritated nervous 
and muscular system caused by calcium de- 
ficiency, VM. No. 9 is recommended for 
your consideration and for those patients 
who prefer calcium in liquid form we sug- 


gest the use of VM. No. 23. 
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TAMPAX 


eliminates 
these common 
menstrual discomforts 


PERINEAL IRRITATION... 


BANISHES OFFENSIVE ODOR... 


@ UNSIGHTLY, REVEALING 

BULGES 

As evidenced by long clinical ex- 
F perience, Tampax, the intra- 

| vaginal guard of choice, relieves 

much of the embarrassment once 
accepted as inevitable during the 
menses . . . Tampax affords grati- 
fying protection, freedom from — 
chafing often associated with ex- 
ternal pads and guards against _ 
odor... Three absorbencies . . . 
Tampax Super, Regular or Junior 
meet varying requirements. 


Professional Samples on Request 


TAMPAX. INCORPORATED. 
PALMER, MASSACHUSETTS 
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chimedic 
Smooth and pain-free range of motion with complete muscle relaxation is 
accomplished by Tolyphy without loss of muscle tone or depressant effect on 


the central nervous system. 


Tolyphy combines: 
a. Powerful spasmolytic action of Tolyspaz (Chimedic brand of mephenesin) with 


b. Established neuromuscular effects of physostigmine and atropine 
to relieve pain, increase mobility, restore muscle strength and function. 
Use Tolyphy Chimedic for safe, effective relaxation of muscle spasm or neuro- 


muscular hyperirritability in a wide range of conditions such as 
ARTHRITIS 


FIBROSITIS 
TORTICOLLIS | 
| 

| 

| 

| 


Please send me: 


SURSITIS Literature and samples of TOLYPHY 


MYOSITIS 
Literature and samples of TOLYSPAZ 


TENDINITIS 


' NAME 


For a clinical trial with your own patients, send for free 
samples and literature on Tolyphy and Tolyspaz. 


especially designed to correct emotional stress 


and anxiety tension states, without “‘cloucing 
consciousness.””! 1J,A.M.A. 140:672 
(June 25) 1949 


Tolyspaz (Chimedic brand of Mephenesin) is ; 


CHICAGO PHARMACAL COMPANY 


5547 N. Ravenswood Ave., Chicago 40, lilinois 


PACIFIC COAST BRANCH: 381 Eleven’. St., San Francisco, Calif. SOUTHERN BRANCH: 240 Spring St., N. W., Atlanta, Ga. 


| xk * | 
| 
| a pioneer local anesthetic® | 


NOVOCAIN “most frequently used for subarachnoid 
block as well as for other forms of regional 


analgesia... .”* 


dependable LOCAL 
e REGIONAL 
e SPINAL ANESTHESIA 


e RAPID ONSET* 
e LOW TOXICITY * 


e WIDE MARGIN OF 
SAFETY * 


Safely and successfully 
employed in millions 
of cases... 


*Bonica, J. J.: The Management of Pain. Philadelphia, Lea & Febiger, 1953, p. 475. 


For spinal anesthesia: 
Novocain crystals in ceramic imprinted ampuls, 


N Oo V Oo A ! N ® each containing 50 mg., 100 mg., 120 mg., 150 
mg., 200 mg. and 300 mg. Novocain solution 10 
per cent, ampuls of 2 cc. (200 mg.). 


For other regional analgesia: 
Novocain solution 1 per cent and 2 per cent in 


\b/ 
> <a ceramic imprinted ampuls and in vials of 30 cc. 
WINTHROP and 100 ce. (Other concentrations and forms with 
and without vasoconstrictors.) 


Novocain (pioneer brand of procaine hydrochloride), trade- 
mark reg. U.S. Pat. Off. 


VU New York 18, N. Y. Windsor, Ont. 
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for daytime ‘sedation... 


or a good night's sleep 
convert your “barbiturate patients” to... 


HABITUATION TO DORIDEN HAS NOT BEEN REPORTED > 
AVERAGE DOSAGE: 


As a Daytime Sedative- 0.26 Gm. t.i.d. or q.i.d. toner 
As a Hypnotic-—0.5 Gm. at bedtime 


SUPPLY: Tablets (scored), 0.25 Gm. and 0.5 Gm. 
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